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Editorial 


MERRY CHRISTMAS 
In wishing the members of the Illinois State 
Medical Society a “Merry Christmas” the finest 
possible Yuletide gift that the editor might send 
to his fellow-physicians would be the hope that 
the day in every angle shall be filled with the 
spirit of “Peace on Earth, Good Will to Men.” 





GETTING LITTLE THANKS OR PAY 
WHEN THEY SUCCEED, RISKING 
DEFAMATION OR EVEN DEATH 
WHEN THEY FAIL 


A LAYMAN’s VIEW OF THE HAZARDS OF MEDICAL 
PRACTICE 


Arthur Brisbane, whose articles appear in 
copyright by the Star Company, made the fol- 
lowing comment on the tragedy of a doctor 
murdered in line of duty. We quote: 

“Recently a doctor of middle age was mur- 
dered because he refused to answer a late night 
The woman calling him had died. 

“Yesterday, in Brooklyn, a similar shocking 
tragedy occurred. A doctor called by the fam- 
ily of a sick child was delayed by some cause 
unknown. The child died. The doctor, arriv- 
ing twenty minutes after the death, was mur- 
dered by the inmates of the household, his throat 
cut, in revenge for the child’s death. 


eall. 


“Medicine is a profession not to be envied or 
entered upon lightly. Four hundred years before 
Christ, Hippocrates, first real doctor, wrote the 
oath that begins: 

“T swear by Apollo, the physician, and Ascle- 
pius and Hygeta and Panac, invoking all the 
gods and goddesses to be my witness, that I will 
fulfill this oath and this written covenant to the 
best of my power and of my judgment. 

“When he worded that oath, binding those 
that swore to the most severe and loyal public 
service, Hippocrates realized the danger of his 
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profession. He said: ‘I hold it to be physicianly 
to abstain from treating those who are over- 
whelmed by disease.” Meaning those absolutely 
incurable. 

“In ancient days the doctor’s work was con- 
sidered by the ignorant a work of magic, and 
‘failure may cause resentment and murder.’ 

“That Brooklyn tragedy proves the wisdom of 
Hippocrates’ ruling. Getting little thanks or 
pay when they succeed, risking defamation or 
even death when they fail, you need not envy 
physicians their work.” 


NOTICE—SURGICAL SECTION PROGRAM 





Desiring vo Reap Papers BEFORE 


SURGICAL SECTION 


Doctors 


Members desiring to present papers before the 
Surgical Section of Illinois State Medical So- 
ciety meeting at Peoria, Illinois, May 21, 22 
and 23, 1929, kindly communicate with the 
Chairman of the Section, Dr. Earl D. Wise, 
Champaign, Illinois, or the undersigned. 

The title and synopsis of the subject must be 
in the hands of the Secretary not later than 
January 15, 1929. 

Frank L. Brown, M. D. 
Secretary Section on Surgery, 4034 Madison St., 
Chicago, Ill. 





A LITTLE REMINDER AS TO THE 
ESSENTIAL FEATURES OF 
STATE MEDICINE 
Just to remind you, lest you forget as to the 
details that State Medicine carries in its knap- 
sack for the future of medicine the essential 

features of this menace are: 

1. Complete control of the medical organi- 
zation by the Federal Government; every man 
in the organization to be on a salary basis. 

2. Control of all medical schools by a Federal 
Medical Education Bureau. Medical students to 
receive their tuition and maintenance free; med- 
ical research to be controlled by the Medical 
Research Bureau. 

3. Government control of hospitals and 
greater emphasis on the hospital training of 
students. 

1. Abolish the private office, establish clinical 
eroup of specialists with complete laboratory 
eq uipment, 

5. Make possible a uniform distribution of 
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work so that nobody will be worked to death and 
nobody will die of chronic inactivity. 

6, Every person to receive adequate medical 
attention, regardless of his financial means.— 
American Medicine, Jan., 1922. 





STATE MEDICINE DEFINED 
WHAT STATE MEDICINE IS, RATHER 
THAN WHAT IT PURPORTS TO BE. 
STATE MEDICINE IS MEDICINE 
POLITICIZED AND MEDICINE 
POLITICALIZED 


So inherent with men—especially with citizens 
of a democracy—is the subconscious association 
of the synonymity of the terms “state” and “jus- 
tice” that an erroneous idea exists in many 
minds as to the exact status of numerous activi- 
ties involving both the state and its residents, 
when with these activities is allied, as a distin- 
guished descriptive, the term, “state.” 

Of this kidney is the term “state medicine.” 
To the lay mind, so great is the honor, aye, 
almost the reverence even in these days of lack- 
adaisical patriotism with which the term “state” 
is held that not only the skin-deep but even the 
sub-cutaneous impression of the title “state 
medicine” is that its functions and nature must 
be of something intensely keen and exceptionally 
fine in its application to the needs and goods 
of the citizenry. Considering what “state medi- 
cine” is, rather than what it purports to be, and 
what it does and will do, rather than what it 
assumes and what it promises, the term “state 
medicine” is most unfortunate. Tersely it is an- 
other case of plum pudding,—a famous comfit 
of many ingredients, but not one of these in 
reality a plum. 

In reality state medicine embodies the doc- 
trine of Louis Quatorze—“L’etat, c’est moi”— 
“T am the state.” For resolved into natural 
elementals, state medicine is really more state 
than medicine. Perhaps not at the outset, any 
more than Louis XIV and his arrogant assump- 
tion achieved destruction of the Bourbons. But 
the phrase was pregnant with forebodings. Two 
more Louis and the line was ended. For unfor- 
tunate Louis Seize, himself and all the other 
Bourbons, had fallen beneath the heel of a state 
gone mad, of a state that was so ungoverned, 
so unlimited by regard of rights of the indi- 
vidual that having destroyed individuality in the 
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mass it had nothing to feed upon except itself 
and in a very brief span had become again an 
empire instead of a democracy. 

State medicine, as insidiously as the heralds 
of the states-general of Robespierre, is an inva- 
sion of the rights both of the individual and of 
the physician since it can best be defined as “the 
assumption by the commonwealth of those duties 
in connection with the prevention, cure, or alle- 
viation of disease, such as are commonly per- 
formed by private individuals, who have been 
duly qualified and registered as physicians.” 

The American Medical Association in declar- 
ing opposition to “state medicine” did so be- 
cause of the ‘‘ultimate harm that would come 
thereby to the public weal through such form of 
medical practice.” 

During the meeting of the A. M. A. at St. 
Louis in 1922, official recognition was made as 
to the status of “state medicine.” volved from 
various elucidations of this term as set forth by 
Illinois, New York, District of Columbia, Ohio, 
and Maryland the A. M. A. accepted this defini- 
tion of “state medicine.” 

“State medicine is hereby defined for the pur- 
pose of this resolution to be any form of medical 
treatment, provided, conducted, controlled or 
subsidized by the federal or any state govern- 
ment or municipality, excepting such service as 
is provided by the Army, Navy or Public Health 
Service, and that which is necessary for the 
control of communicable diseases, the treatment 
of mental diseases, the treatment of the indigent 
sick and such other service as may be approved 
by and administered under the direction of or 
by a local county medical society, and are not 
disapproved of by the state medical society of 
which it is a component part.” 

This resolution still has its limitations; how- 
ever, it is sufficiently clear for the rank and file 
to understand what has grown to be known as 
state medicine. 

It was state operation and state control of 
medicine that ruined medical practice in Ger- 
many and that has given the people of that coun- 
try the worst medical service administered in 
any civilized country in the world. 

Boiled down, state medicine should be under- 
stood, barring prophylactic measures and medi- 
cine, to be medicine politicized or politicalized. 
Lay dictation of medicine through endowed 
foundations or lay institutions comes under the 
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head of medicine politicized with the same clar- 
ity of discrimination as insists that medical 
practice shall be considered medicine political- 
ized when the practice of medicine is handi- 
capped, hampered, controlled or interfered with 
by political organizations supported by taxation, 
or individuals thus empowered or when the sci- 
ence of medicine is directly thus practiced by 
other than duly registered physicians acting as 
individuals and not as either a body corporate 
or any integral part thereof, exempted hereto, 
of course, that service provided for the Army, 
the Navy, the prophylactic Public Health service, 
federal, state and subdividedly local, and similar 
care of the indigent, dependent and delin- 
quent, such as the insane, the criminal and the 
destitute. 





APPLICATION OF PAY CLINIC FOR 
CHICAGO 

In Chicago the pay clinic is unnecessary and 
inexcusable. Ultimately, the existence and de- 
velopment of such institutions will prove disas- 
trous to medical practice, both from the stand- 
point of the profession itself and of community 
welfare. 

For the pay clinic, result of endowed institu- 
tions, forces the medical profession into what is 
literally beggarly competition with corporations 
or foundations that through maladroit philan- 
thropy have audaciously entered the practice of 
medicine. How the systematized world of 
finance and trade would rock as if the bowels 
of the earth belched forth, were some public 
benefactor to present to the citizenry rich, poor 
and middle class alike, either groceries, clothing, 
fuel or shelter at from half the cost of produc- 
tion down the scale to an entirely gratis offer- 
ing? Russia has been having her own sad 
experience with distribution below the cost of 
production. Economics must enter into the con- 
stitution of so daily an applied science as medi- 
cine, with the same vigor as that with which 
economics enters the marts of trade and the 
aisles of commerce. 

That so keen yet just-minded a citizen and 
business man as Julius Rosenwald, so sane and 
prophetic of vision as to unhamper his mighty 
trust funds by any board of trustees in per- 
petuity, and even to limit the life of the trust 
fund itself, should be ranked among the men 
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who hang the yoke of the paid clinic about the 
medical men of any community of any nation 
is a matter for grief indeed. Mr. Rosenwald’s 
charities have always been of such breadth of 
vision that it seems sad that he should be a 
party to such a proceeding as will undoubtedly 
tend eventually to lower the standard of medical 
practice in this country, as it has been lowered 
elsewhere. Next to determining his religion one 
of the fundamentals left a man, no matter how 
poor he is, should be the right of determination 
of his own doctor. This bit of individualism will 
be denied him in the not so very far away course 
of things when competition by individual men 
with the paid clinics of endowed foundations has 
made the medical profession a pawn in the hands 
of laymen and their coupons. 

Julius Rosenwald has one of the kindest hearts 
in the world and one of the shrewdest heads, but 
in a great many instances his head does not rule 
his heart. Certainly if this were so he would 
not be a party to such a public and professional 
injustice against any such group of men as the 
doctors upon whose shoulders rests the health of 
the nation, as to oil the lever that will place 
those men in such a competitive position as 
would have confronted Mr. Rosenwald in his 
days of struggle if other men in his line of busi- 
ness sold to Chicago men of means for one 
dollar shoes that it cost three dollars to produce 
f. o. b. the factory. That is exactly what the 
endowed foundation and the pay clinic do when 
these institutions enter into the practice of 
medicine. At present there is no shortage of 
excellent physicians but take the honey of indi- 
vidual initiative out of the medical profession 
and the results in the next decade will be such 
that not even progressive prophylaxis nor sage 
legislation will atone for the vitiated human 
element necessary to the transaction, for the 
human element in caring for the sick, is and 
will always be, the wise and scientific physician. 

The medical profession has stood amazed at 
the aplomb with which the Cornell Pay Clinic 
congratulates itself on being able to practice 
medicine better than the doctors themselves do 
and the pride this clinic feels in being able 
successfully to “compete with the doctors where 
the majority of the population is concerned.” 
The Cornell Pay Clinic refused charity patients, 
fearing the clinic would be “swamped by non- 
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paying patients unless service is limited to those 
who can pay fees.” Which puts the clinic into 
the practice of medicine for fees as are private 
physicians. By paying salaries instead of fees 
to the physicians the clinic reduces the doctor 
to the status of a clerk instead of a resourceful, 
scientific business and professional man. The 
injustice of this may be seen in the report made 
a few years ago that the salaries were on a basis 
of about a dollar a visit, though some of these 
visits were for thorough physical examinations. 

The private physician considers it his duty 
and privilege to render a great deal of free serv- 
ice and many clinics, even the Mayo and Ford, 
do some free work. 

What Mr. Rosenwald intends to do is set 
forth plainly in the Chicago Daily News of 
Nov. 15, 1928. 

This article says: 

“The Julius Rosenwald Fund will extend its 
activities into a virtually new field, support of 
medical services to people of moderate means, 
Edwin R. Embree, president of the fund, an- 
nounced today. 

“Hitherto the fund has been chiefly concerned 
with building Negro rural schools. Mr. Em- 
bree’s tidings accompanied announcement of 
several new appointments to staff and trustees. 

“According to Mr. Embree’s announcement, 
‘It is common knowledge that people of mod- 
erate means find it harder to get good modern 
facilities for diagnosis and treatment of illness 
than do the poor and indigent through charity 
services and free hospitals.’ 


WILL HELP PAY CLINICS 


“The fund will study clinics, including pay 
clinics, and hospitals, and from time to time will 
extend financial aid to them. 

“Dr. Michael M. Davis of New York, an 
authority on hospitals and clinics, has been 
appointed to the executive staff of the fund as 
an executive director for medical services. He 
will take up his duties at the offices of the fund 
the first of the year. He will direct the program 
of the fund, in co-operation with the medical 
profession, to improve the organized facilities 
for medical service to the average man. 

“While details of the program will be deter- 
mined after Dr. Davis’ arrival, it is understood 
that the clinics aided will probably serve both 
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whites and Negroes. It is expected the fund 
will interest itself in hospitals for Negroes, for 
which a need has been noted by the American 
Medical Association. 

POINTS TO DAVIS’ EXPERIENCE 


“Dr. Davis’ book on “Clinics, Hospitals and 
Pay Centers” is the standard work in that field,’ 
said Mr. Embree. ‘He has been engaged in 
studies of hospital problems for the Rockefeller 
Foundation and in private work as consultant to 
various organizations. 

“Though there has been work on a purely 
charitable basis to extend medical facilities and 
considerable work along lines of public sanita- 
tion, very little has been done to make it’ more 
easy for the average man to pay for medical 
services.. Hospitals have had out-patient work, 
and private-patient clinics have been started by 
the University of Chicago and pay clinics by 
Cornell university. 

“Other appointments and elections besides 
the choice of Dr. Davis were as follows: Dr. 
Franklin C. McLean, chief of the medical clinics 
of the University of Chicago, elected a trustee ; 
William B. Harrell, now assistant auditor of the 
University of Chicago, appointed secretary and 
comptroller; Clark Foreman, appointed asgo- 
ciate field agent for southern schools and col- 
leges. . 

“‘Mr. Harrell was born and educated in the 
south, and has been a student, an instructor and 
a member of the business office at the University 
of North Carolina. Clark Foreman, a graduate 
of the University of Georgia, is now with the 
Phelps Stokes Fund of New York.” 

Mr. Rosenwald in his attempt to help his fel- 
low citizens would seem to have done about the 
worst he possibly could for them, and this in 
itself is lamentable, for in all sincerity it must 
be. repeated that he is a sincere and genuinely 
charitable man with fine and_ inspirational 
ideals, 

In the same issue as that of the Daily News 
announcing the new pay clinics appears editorial 
comment. The final paragraph of this editorial, 
while calculated to evoke a merry “ha-ha” from 
the physician who knows anything about medi- 
cal economics in addition to what he gets out of 
his day’s work ‘and his day’s bank account, re- 
veals only too plainly the mistaken idea of many 
of the kindly disposed laity towards the real 
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state of medical economics. For the evil to be 
combatted the pay clinic is about as useful—and 
in a short space of time will so be proven—as 
an aspirin tablet in tabes pains. The quotation 
is well worth perusal: 


THE COST OF MEDICAL CARE 


“Recognizing that the cost of medical and 
hospital service is becoming all but prohibitive to 
persons of moderate means—that is, to the great 
majority of the population—the directors of the 
Julius Rosenwald Fund propose to extend finan- 
cial assistance to efficient, well-organized pay 
clinics and hospitals that have adopted the policy 
of charging their patients distinctly moderate 
prices. This wisely conceived effort to meet a 
great and pressing need should lead to far-reach- 
ing benefits. 

“The fund will not establish competitive in- 
stitutions of its own, but will help to support 
those which give good, scientific service not too 
costly to be out of the reach of self-respecting 
persons of small incomes. There are such insti- 
tutions, and as yet they are not self-supporting. 

“The great value of this extension of the field 
of the Julius Rosenwald Fund will be generally 
recognized, The average physician is willing to 
give of his time and skill freely to the poor, but 
he is opposed to clinics that profess to charge 
and yet fail to charge the full equivalent of the 
value of the service rendered. Such clinics are 
necessary, however, and are beginning to appear 
in many places, despite shortsighted criticism. 
They need and deserve such aid as the Julius 
Rosenwald Fund offers them, The example thus 
set well might be followed by other philanthropic 
foundations. 

“In due time the medical profession itself, by 
co-operation, group practice and modern meth- 
ods of organization, may put itself in a position 
to reduce the high cost of medicine, surgery and 
hospitalization. That goal is definitely favored 
by leaders of the profession, but it still seems 
rather distant.” 

So also are numerous quotations from the 
report of the Cornell Pay Clinic made in 1925 
and covering a period of three years. Among 
these quotations and among the comments 
thereon that doctors have made are these: 

“Cornell claims a large volume of business, 
with an average of 18,000 new patients a year. 
The report shows 118,711 visits during 1922, 
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110,235 during 1923, and 114,705 for 1924. 
These, according to the report, represent about 
90 per cent of those who apply for service; the 
olher LO per cent are refused because of inability 
lo pay the fees. ‘There is another 10 per cent 
who, although of doubtful financial standing, 
are accepted. 

“Although only in its fourth year of business, 
this clinic has grown financially from a deficit 
vf $46,000 in 1921 to a self-sustaining basis in 
1924, and the indications are for a substantial 
profit for 1925, unless some of the usual business 
methods of preventing such showings of profits 
are utilized. This is an encouraging showing, 
from a commercial standpoint. It is said to 
have taken Mr. Gary longer than this to make 
United States Steel a paying proposition. 

“The report gives the average fees paid by 
patients as $2.24 a visit. As an average, such 
fees ought to make the practice of medicine very 
profitable, particularly when it is remembered 
that they render no free service. Less than 20 
per cent of the doctors of California—and we 
suspect of New York as well—average as much 
as $2.24 a visit in the practice of their profes- 
sion. But, of course, they all do free work, and 
most of them a large amount of it, which natur- 
ally pulls their average down. 

“The chances for referred work from a large 
clinic that does no free work and claims the 
majority of citizens of New York as its legiti- 
mate customers ought to be exceedingly great. 

“The House of Delegates of the American 
Medical Association has twice disapproved as 
unnecessary and inadvisable, movements which 
appear to offer only part of what this clinic 
offers under similar principles and tending in 
the same obvious direction. 

“Are department store methods and corpora- 
tion practice of medicine to replace the personal 


service of the doctor to the patient who chooses 


him? We wonder. If the policies and practices 
; of the Cornell Clinic are sound, then many other 
iil varieties of big business medicine are sound and 
in the best interests of the public health. None 
of these activities can be considered to be local. 
Attempts to start Cornell Clinies have already 
been seen in California and presumably else- 
where. If the Cornell Clinic is the best method 
of caring for thousands of pay patients of New 
Yor City annually, then the principle should 
be extended to all classes of people throughout 
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the country. If it is unsound, unwholesome and 
unwise, then physicians should say so now, and 


‘say so in no unmistakable terms.” 





ILLINOIS FAIR PROTECTION AGAINST 
CULTISM WOULD BE A WELCOME 
GIFT TO PENNSYLVANIA 
Lusson May Be GLEANED FROM PENNSYLVANIA 
SLLUATION AS TO NECESSITY FOR KEEp- 
iInG ALL Derenses Up 

lllinois is fairly protected through legislation 
against the ravages of cultism, though how long 
this protection shall last before the bounty of 
the cultists proceeds to poke holes in it is alto- 
gether another question. 

Natural demands of the people of the United 
States—some 120,000,000 or more upon the 
medical profession—are cared for by some 160,- 
000 or more physicians. 

Of this group a certain percentage typify the 
“grand old-fashioned doctor,” the straightfor- 
ward genuine man, who has made of such inti- 
mate tenderness the medical profession, as well 
as the efficient specialist. The percentage varies 
throughout the states, just as does the measure 
of protection to the practice of medicine and 
consequently to the public welfare. This protec- 
tion, of course, hangs upon the laws affecting 
the practice of medicine by physicians and the 
tampering with the public health by cults. Illi- 
nois with a population of 7,500,000 has about 
11,000 physicians, and what is known through- 
out the land as one of the best among the differ- 
ent bodies of organized medicine affiliated with 
the A. M. A. As the measure of public and 
medical protection is in direct ratio to the qual- 
ity of organized medicine in the state it is inter- 
esting to read a few words about the situation 
in Pennsylvania. 

This native state of the Quaker and of Wil- 
liam Penn is accredited with a population of 
over 9,000,000 persons served by some 12,000 
physicians. According to the Pennsylvania 
Medical Journal of November, 1928, these 
12,000 physicians “represent a body of disorgan- 
ized professional men and women with but one 
incentive and one objective in life—the pursuit 
of our daily vocation. All this situation has 
been brought this year to a climax, the appoint- 
ment of the Freeman commission, the open hear- 
ings, the executive sessions, all of which is the 
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result of the failure of organized medicine to 
develop a sufficient political caste so as to make 
those designing the destinies of the laws deaf 
io legislation of so dangerous a type as that de- 
manded by the cultists.” 

As “eternal vigilance” still remains the “price 
of liberty,” it may not be amiss for Illinois to 
look a bit about her defenses. The cry from 
Macedonia as printed further in this same arti- 
cle in the Pennsylvania Medical Journal con- 
tinues : 

“Physicians engrossed and working with un- 
tiring interest in the practice of our profession, 
we have set ourselves apart both voluntarily and 
involuntarily from the pursuit of any other 
major interest. We have divorced ourselves en- 
tirely from civic and economic problems both at 
home and _ abroad. However, great 
publie problems, as well as professional advance- 
ment, have in late years demanded a visible ex- 
pansion of each and all in turn and this has been 
evident in all businesses and professions save 
that of medicine. 

Medicine has never organized, nor prepared 
a logical premise so that it might by virtue of 
its effort in the principles of government par- 
ticipate in the final activity of creating or main- 
taining. laws directly affecting its own interests. 
Organized medicine as such has never presented 
in Philadelphia one bit of constructive legisla- 
tive thought in the interest of our people or in 
the interest of our profession. This same state- 
ment cannot be made of any other single and 
now existing business or profession. The pres- 
ent-day physician of Pennsylvania represents a 
most unattractive picture of citizenship. The 
average doctor gives nothing either locally or 
statewide that is of any concrete benefit to the 
commonwealth. The present cult power both 
socially and politically comes mainly as the re- 
sult of weakness, indifference and lack of organi- 
zation on the part of our profession rather than 
upon any merit, skill or political finesse on 
the part of the cultists. For years gone by the 
medical profession has been indifferent and the 
cult group has grown in power by a well-de- 
signed and constant play of propaganda against 
a profession which was too proud to fight and 
too lazy to talk; a profession intoxicated with 
its traditions, reeking with its own confidence, 
and satisfied with its past history of greatness. 
The result is inevitable. Our profession has 
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been placed on the defensive because we lack 
that finesse and acumen so well demonstrated in 
the cult group, an ability to organize, and to 
work to a definite plan. 

“Individually and collectively, the chiropractic 
destiny has been placed in the the hands of men 
who sell their philosophy to the people, the 
groundwork having been well laid by the indi- 
vidual cultist, usually unlicensed, who sells him- 
self and the cult cause by proper propaganda to 
a sufficient degree to make its force felt in 
almost every community of our State. 

“Each individual cultist has affiliated himself 
with a semi-political organization called a state 
association which is conducted practically 
through the expedient of extracting a sufficient 
amount of money from each individual cultist, 
distributed through a period of years, to care 
well and adequately for any and all expenses 
occurring. The individual cultist figures in no 
way except his obligation to sell his individual 
system to his own district. The larger and 
greater work is done through the semi-political 
agencies which have in their employ the best 
propagandists, the best lobbyists, and the most 
efficient lawyers obtainable, so as to bring the 
state-wide movement not under the realm of 
public-health thought or law, but to present it 
as one of political necessity or expediency. 

“There has not been, nor is there now, any 
thought in the minds of those directing the pres- 
ent cult activity that they are, in any way, de- 
pending upon any class of legislation except that 
class created by political wisdom and necessity. 

“These same leaders do not consider any indi- 
vidual cult group from the viewpoint of their 
efficiency. Rather do they believe that with the 
finances well and properly expended, laws will 
be presented to fit their desires. 

“If organized medicine could show the equiva- 
lent of the political finesse and ability possessed 
by the cultists, organized medicine could well 
believe that there is no danger of the breaking 
down of our present laws, and the substitution 
of others in their stead. However, organized 
medicine must prove its worth in a very short 
period, and reach that perfection of political 
power and value which the cultists and their 
friends have been allowed to approach during 
a period covering a number of years. Can it 
be done? 

“The almost ignorant and indifferent attitude 





408 ILLINOIS MEDICAL JOURNAL 


of the great mass of physicians properly to eval- 
uate our own profession has been, in the past, 
our outstanding weakness. The legal bodies of 
our State always awake quickly, and adequately 
crush any individual or group of individuals 
who design to destroy or invalidate the rights 
of their profession. This, however, is not a part 
of the every-day makeup of the individual doc- 
tor. He declines and refuses to discuss public- 
health matters with his patients. He is too con- 
tented, too complacent, and too self-satisfied with 
his own profession to enter into a discussion of 
the lack of virtue in others, 

“The people have been enlightened and propa- 
ganda has been broadcast for years to the effect 
that the so-called cult systems of drugless manip- 
ulation represent a true advance in the science 
of healing. There has also been preached far 
and wide the philosophy that the licensed physi- 
cian today is simply the peddler of pills, and the 
public suspicion has been accentuated that all 
ills are not controlled by the giving of medicine. 

“With this ‘hymn of hate’ so well spread, the 
cultist presents his so-called new and modern 
idea of treatment as a cure-all, or panacea for 
all ills. Organized medicine has refuted all the 
claims of cult treatment. We have demonstrated 
the fallacy of their premise. We have demon- 
strated the fact that their basis of diagnosis is 
entirely incorrect. However, we have not made 
this clear and definite in the mind of the public. 
We have taken it for granted that the public is 
able and competent to decide wisely in all these 
matters. Here organized medicine has again 
failed. The public has wavered. The people 
have developed some degree of confidence in the 
cult claims and an associated lack of confidence 
in organized medicine as represented by the doc- 
tor. This failure to hold public confidence is 
chargeable directly to the inefficient work by both 
the individual doctor as well as the collective 
groups. 

“We have declined to take the public into our 
confidence. We have willfully sidetracked the 
discussions of the merit of the cult issues. We 
have cast an uncertain healer upon the public 
because of our indifference to meet the ever-pres- 
ent challenge of this growing menace. 

“The cult problem is the result of the desire 
of certain individuals to practice medicine in the 
full extent of the phrase without complying with 
safe and adequate regulations maintained by 
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law. They want to come in and enjoy the privi- 
leges we now have, to jeopardize our public, to 
invalidate and destroy the real merit of scientific 
medicine in the interest of our people, so that 
they may, through vicious propaganda and the 
adequate spending of money, secure for them- 
selves the right of license. 

“Organized medicine and its individual mem- 
bers to a man must change their visual field 
and must realize at once that this controversy 
is their controversy, that this victory is their vic- 
tory, and this defeat their defeat. 

“The weakness in the very structure of 
organized medicine when it meets a foe, organ- 
ized as the cultists are, leaves much to be desired 
and little to be admired. Therefore, coats must 
be off, sleeves rolled up, and with a determina- 
tion in mind and heart, doctors must attempt 
to bring this impending battle to a favorable and 
satisfactory conclusion if they are to preserve 
and maintain the respect of the people whom 
they serve. High-sounding phrases and beauti- 
fully chosen words will not win this battle. It 
will be done by the individual and collective 
efforts of all.” 





AN ANTIVIVISECTION BILL TO BE 
INTRODUCED IN THE FORTHCOM- 
ING SESSION OF THE ILLINOIS 

LEGISLATURE 


According to press reports, Senator Thomas 
J. Courtney, recent Democratic candidate for 
attorney-general of Illinois, will introduce in the 
next session of the legislature for the antivivi- 
section society what is known as an Antivivisec- 
tion Bill. 

The people of Illinois therefor will be con- 
fronted at the forthcoming session of the IIli- 
nois Legislature with a measure for the preven- 
tion of animal experimentation. This sort of 
legislation strikes at the very foundation of re- 
search work. Physicians do not need to be 
convinced or even reminded of the benefit to 
medicine for the use of animals in experimental 
work, but they do need to have it forcibly im- 
pressed upon them that if they take no cogni- 
zance of this movement the public may believe 
the untruthful statements and extravagant illus- 
trations in the propaganda that will be distri- 
buted by the sponsors of the bill. 

Aside from any organized effort which the 





act 
Pres 
Tllin 
D 
depa 
sono 
sulte 
year 
alcok 
si | 
ism | 
passe 
sour¢ 
saloo 
how 
mobi 
drink 
“Pp 
and © 
the gs 
ties ¥ 
peopl 
scarle 


aleoh 
cent 

first | 
and h 


AL 


Acc 


December, 1928 


profession might make it is possible for physi- 
cians in their daily contact to give the public 
much information as to the truth about vivisec- 
tion. In our next issue we will furnish the 
profession with detailed information of what 
animal experimentation has done to save human 
life and lessen morbidity. 





ALCOHOL IN ILLINOIS IN 1927 KILLED 
MORE PEOPLE THAN TYPHOID 
FEVER SCARLET FEVER, SMALL- 

POX, MENINGITIS, MEASLES 
AND INFANTILE PARALYSIS 
COMBINED 


“Under date of November 26 the Associated 
Press quotes the Director of Public Health of 
Illinois as follows: 

Dr. Isaac D. Rawlings, director of the state 
department of health, declared today that poi- 
sonous concoctions sold as bonded liquor re- 
sulted in more than 1,000 deaths in Il]linois last 
year and gave the state its worst mortality from 
alcoholism. 

“The 400 fatalities charged directly to alcohol- 
ism and the 731 to cirrhosis of the liver sur- 


passed those found in the records for these 
sources, even in the days of the wide open 


saloon,” Dr. Rawlings said. “One can surmise 
how many of the 1,722 persons killed by auto- 
mobiles owe their demise primarily to rum 
drinking. 

“Paying for health work out of 1 per cent 
and buying poisonous rum out of the other is 
the sorry economic practice disclosed by statis- 
tics which show that liquor drinking killed more 
people in Illinois last year than typhoid fever, 
scarlet fever, smallpox, meningitis, measles and 
infantile paralysis combined.” 

The 1,140 deaths registered last year from 
alcoholism and cirrhosis of the liver were 56 per 
cent higher than those registered in 1919, the 
first year after prohibition, Dr. Rawlings said, 
and higher than for any other year on record. 





ALCOHOLISM IN ARMY ALARMS 
SURGEON GENERAL IRELAND 


According to the annual report of Major Gen- 
eral M. W. Ireland, Surgeon General, alcoholism 
in the army is rapidly becoming a major peace- 
time problem. The report shows that 1,147 offi- 
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cers and enlisted men were admitted to hospitals 
for this cause during the fiscal year ended June 
30th last. Seven of the cases resulted fatally. 
In addition, there was a number of other deaths 
probably due remotely to alcohol. Three deaths 
were charged to methyl alcohol poisoning. 

Tables included in the report show that the 
alcoholism admission rate at the hospitals in 
1917 was 8.63 per 1,000, a record exceeded only 
once since 1918 and then in 1922, when the 
rate reached 9.58 admissions per 1,000 officers 
and enlisted men. 


INCREASE BY YEARS 


The steady increase in the number of alcohol- 
ism cases since 1918 is indicated in the table 
as follows: 1918, .87; 1919, 1.73; 1920, 7.08; 
1921, 7.15; 1922, 9.58; 1923, 7.89; 1924, 8.02; 
1925, 7.98; 1926, 8.01, and 1927, 8.63. 


FEWER DRUG ADDICTS 


The surgeon general’s report shows a substan- 
tial reduction in the number of hospital admis- 
sions for drug addictions. During the last fiscal 
year there were only 22 admissions for this cause 
as against 42 in 1926 and 55 in 1925. All of 
the cases were among white enlisted men, 14 in 
the United States, 1 in the Philippines, 3 in 
Hawaii, 2 in Panama, 1 in China and 1 on 
board transport. 





WHAT YOUR EDUCATIONAL COMMIT- 
TEE HAS DONE DURING OCTOBER 
AND NOVEMBER 


Speakers’ Bureau: 


107—S peaking appointments were filled. 
Twenty-six of these talks were given in Illinois 
High Schools in observance of Health Day cf 
American Education Week. The other appoint- 
ments represent women’s clubs, parent-teacher 
associations, men’s clubs, factories and teachers’ 
institutes. 

Women physicians of the Chicago Medical Sc- 
ciety have been secured to give talks on sex 
hygiene before the girls of the Juvenile Deten- 
tion Home of Chicago. The request for this 
service came to the Educational Committee from 
the Chicago Woman’s Aid. 


Radio: 
16—Radio talks have been given over sta- 
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tions WGN and WJJD on the following sub- 
jects: 
Sunshine and Health. 
Periodic Health Examination. 
Health Hobbies. 
Dangers of Colds. 
Who Is Boss in Your House? 
Care of the Skin. 
Too Fat? Too Thin? 
Colds. 
How to Preserve Your Teeth. 
Romanticism and Realism in Medicine. 
Health and the Teeth. 
Throat Infections. 
Disorders of Speech. 
Newspapers: 
23—Articles have been written and approved 
hy the Committee. Subjects covered have been: 
A B C of the Balanced Diet. 
War Against Rats. 
Developing Pneumonia, 
Safeguarding Against Contagion. 
Clean Hands. 
When the Baby Cries. 
Certified Milk. 
Season for Typhoid. 
Halitosis. 
Sleeping Sickness. 
Health and School. 
Good Style for Cold Weather. 
Colds. 
Food Poisoning. 
Nephritis. 
Frost Bite. 
Have You a Hobby? 
Are You Ready for Winter? 
Blood Poisoning. 
Undulant or Malta Fever. 
Preventing Diphtheria. 
Smallpox and Vaccination. 
Automobiles and Carbon Monoxide. 
666—Educational health articles were sent 
out to newspapers using the regular health 
column. 
9—Special articles were sent to community 
newspapers in counties where there were epi- 
demics. 
4&5—Items were sent out to newspapers about 
the Quincy Clinical meeting, 8th Councilor Dis- 
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trict Meeting, Southern Illinois Medical Meet- 
ing, the Sunday afternoon lectures sponsored by 
the North Side Branch of the Chicago Medical 
Society, the special meeting of the McDonough 
County Medical Society. 

67—Special items sent out to Chicago papers 
about meetings of the Chicago Medical Society 
and its branches. 


Miscellaneous Material: 


2—Poster exhibits arranged for a County 
Medical Society and the Kankakee High School. 

3—Moving picture films on health subjects. 

16—Folders of suggested material on special 
health subjects made up for physicians. (This 
was entirely aside from the material which is 
ordinarily sent out to speakers.) 

The Educational Committee had an exhibit 
at the annual meeting of the American Public 
Health Association. Those visiting the exhibit 
were given copies of an article on the value of 
the periodic health examination. 

Jean McArruvr, 
Secretary, Educational Committee. 





ILLINOIS STATE TRUDEAU SOCIETY 


The annual meeting of the Iflinois State Trudeau 
Society will be held Thursday, December 13, at Cham- 
paign, Illinois, in conjunction with the Champaign 
County Medical Society. Scientific program will be 
held at the Elks Club, commencing at 1:30 P. M. 
Luncheon at the Elks Club at 12:00 o’clock. 


SCIENTIFIC PROGRAM 


“The General Symptomatology of Active Phthisis” 
Dr. Clarence Wheaton, Chicago 
“The Prevention of Aspiratory Lung Abscess” 
Dr. Minas Joannides, Chicago 
“Selection of Cases for Thorocoplasty” 


Dr. W. H. Watterson, Chicago 


“Intestinal Tuberculosis” 


Dr. Robt. S. Berghoff, Chicago 
“The Problem of the Cardiac Cripple” 
Dr. N. C. Gilbert, Chicago 
“Differential Diagnosis in Pulmonary Tuberculosis 
and Thyroidtoxicosis” 
Dr. Frank Dineen, Bloomington 
DINNER ; 
Hotel Inman—7 :00 P. M. 
EVENING PROGRAM 
“Socialization in Medicine” 
Dr. W. D. Chapman, Silvis, II!. 
“Modern Treatment of Pneumonia” 
Dr. Frederick Tice, Chicago 
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AMERICAN BOARD OF OTOLARYNGOLOGY 
WILL HOLD EXAMINATION IN 
PORTLAND, 1929 


The American Board of Otolaryngology held an ex- 
amination in New York City, October 11th. One hun- 
dred and thirty applicants were examined—one hundred 
and thirteen were passed. 

An examination was held in St. Louis, October 15th. 
Seventy-nine were examined—sixty-eight were passed. 

The Board will hold an examination in Portland, 
Ore., Monday, July 8th, 1929, during the session of 
the American Medical, and in Philadelphia in October, 
1929, preceding the American Academy meeting in 
Atlantic City. 

Those desiring information relative to the above wil! 
please communicate with Dr. W. P. Wherry, Secy. 
Board of Otolaryngology, 1500 Medical Arts Bldg., 
Omaha, Neb. 





INTERNATIONAL MEDICAL  POST-GRAD- 
UATE COURSES IN BERLIN 


International medical postgraduate courses in Berlin 
are arranged with the help of the medical faculty of 
the University by the Lecturers’ Association for med- 
ical continuation courses and the Kaiserin Friedrich- 


Haus. Part of the courses take place permanently, 
part only in March-April, 1929, 


I. Permanent Courses 


(a) Courses during 2 to 4 weeks. 

(b) Courses as guest-assistants in clinics, hospitals 
and laboratories during 2 to 3 months and longer for 
gentlemen desiring to do practical work under syst- 
tematic supervision. 

II. Courses in March-April, 1929 


(a) General course: Progress in the realm of med- 
icine, with special regard to diseases of the heart” 
(from 4th-16th March) with the co-operation of the 
following gentlemen: v. Bergmann, Dresel, F. Klem- 
perer, Munk, Rosin, V. Schilling, Schlayer, Straub. 
fee RM 80.— 

(b) Special course in urology (from 18th-23rd 
March) with the co-operation of the following gentle- 
men: Batzner, Casper, E. Joseph, v. Lichtenberg, Ring- 
leb, Rumpel. fee RM 75.— 

(c) Special course in surgery on the theme: “A 
week on breast and stomach surgery” (from 18th 
March-13th April) with the co-operation of the fol- 
lowing gentlemen: Batzner, Bier, Borchardt, Katzen- 
stein, Kisch, Mihsam, Sauerbruch, Unger. fee RM 
75.— 

(d) Special course in Roentgenology, taking into 
particular consideration its application in surgery (from 
14-21st April) with the co-operation of the following 
gentlemen: Chaoul, Max Cohn, Cramer, Frik, Hintze, 
Lazarus, Levy-Dorn, Munk, Rumpel. fee RM 100.— 

(e) Single courses on all special fields of medica! 
science, including practical work. 

The courses are held in German, but numerous 
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professors are able to lecture in the English, French 
and Spanish language. 

The information bureau of the Kaiserin Friedrich- 
Haus fiir das arztliche Fortbildungswesen, Berlin NW 
6, Luisenplatz 2-4 is instrumental in procuring suit- 
able lodgings, give information as to cost of stay, ar- 
ranges the attendance in clinics at operations, etc., 
and, upon desire, sends detailed syllabuses. 





Correspondence 


WOMEN’S AUXILIARY NEWS 

Vermilion County reports enjoyable meetings 
with many speakers sent by the Education Com- 
mittee on the same evenings as the County Medi- 
cal Society. On one occasion the Medical So- 
ciety invited the ladies for a dinner, served about 
fourteen miles from the city. One evening was 
given to a purely social time, with a dinner and 
bridge at the Country Club. The president is 
Mrs. C. E. Wilkinson, of Danville, Illinois. 

The Auxiliary of the Chicago Medical Society 
had a luncheon and meeting with speakers at 
the Stevens Hotel on November 7, 1928. The 
president is Mrs. Charles Parkes. 

The Jackson Park Branch Auxiliary has held 
two evening meetings since October, with a 
speaker sent by the Education Committee. This 
Auxiliary is one of the constituent societies of 
the Chicago Medical Society Auxiliary, in which 
six out of fifteen branches are organized with a 
Central Auxiliary. 

DeKalb County was recently organized. Ful- 
ton County reports meetings and have requested 
speakers. 

Before the Southern Illinois Medical Associa- 
tion on November 8, 1928, there was a large 
attendance at the dinner of physicians from the 
various counties, including many ladies. Dr. 
J. R. Neal spoke on Medical Legislation and 
Mrs. G. H. Mundt on the auxiliary. 

Coles-Cumberland Auxiliary had a luncheon 
on Thursday in Mattoon, Illinois. 

The Executive Board of the Woman’s Auxil- 
iary to the American Medical Association met 
Saturday at the Stevens Hotel to plan for a 
program to be given at the Portland meeting, 
which begins July 7. The Portland State Auxil- 
iary is making elaborate plans for entertainment. 

Can’t we have our counties well organized 
before our own state meeting in the spring, as 
well as before the National meeting? Every 
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county should soon put on a membership cam- 


paign. 
Mrs. G. Henry Munpt, PRESIDENT 





CITY OF DES PLAINES PROTESTS TO 
COOK COUNTY BOARD 

The chairman of the civil service committee 
and the city director of the city of Des Plaines 
have forwarded to us the following communica- 
tion for publication in the ILLINoIs MEpICcAL 
JOURNAL: 

To the Editor: 

We, the undersigned residents of Des Plaines, 
in Cook County, Illinois, respectfully represent 
unto your honorable body that: About the year 
1921 there was organized in the city of Des 
Plaines a Community Nurse plan and that for 
the first few years the salary of the Community 
Nurse was paid by the Chicago Tuberculosis 
Institute and the Des Plaines Community Coun- 
cil; later the entire cost was paid by the Des 
Plaines Community Nurse Council. This nurse 
devoted her entire time to the three grammar 
schools of the City of Des Plaines, the two 
Parochial Schools and the Maine Township High 
School. 

During the month of February and immedi- 
ately thereafter, of this year, the proposition was 
made through the Lions Club of Des Plaines, 
Illinois, that the Community Nurse be placed 
under the jurisdiction of the Cook County 
Health Department and that the Community 
Welfare work be placed under the jurisdiction of 
the local Community Chest. During the dis- 
cussion of the proposed change Dr. Herbert 
Wright, director of the Cook County Health De- 
partment, appeared before the Lions Club at 
Des Plaines and before the Board of Directors 
of the Lions Club of Des Plaines and stated 
that: If the Community Nurse of Des Plaines 
was placed under the jurisdiction of the Cook 
County Health Department, of which he was the 
head, that Des Plaines should have in the future, 
as in the past, a nurse especially assigned to Des 
Plaines and the schools located there and that 
this nurse would devote her entire time and 
attention to the care of Des Plaines and also in 
case of necessity, an additional nurse or nurses 
would be assigned to Des Plaines, if the case 
should ever demand. In other words, it was spe- 
cificelly promised and understood that the serv- 
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ice the community would receive under the new 
regime should be no less, but greater, than the 
community received under the Des Plaines Com- 
munity Nurse Council. 

Relying on this promise and these represen. 
tations, the Des Plaines Community Nurse 
Council was dissolved and the nurse placed 
under the jurisdiction of the Cook County 
Health Department. At first this arrangement 
worked out satisfactorily—later, for some reason 
not explained, the resident nurse was transferred 
and the nurse now assigned to Des Plaines lives 
at 95th Street, which necessitates a long travel 
back and forth each day, and furthermore, this 
nurse has assigned to her additional schools so 
that the time she can devote to Des Plaines is 
only a small fraction of the time the Community 
Nurse devoted to our community under the local 
Community Nurse plan and under the plan as 
followed out under the Cook County Health De- 
partment the first month or two after its juris- 
diction. This situation and this state of affairs 
is unsatisfactory and is very detrimental to the 
best interest of the children of the schools of 
Des Plaines and is detrimental to the best inter- 
est of the community. 

Wherefore, your petitioner respectfully re- 
quests : 

1. That steps be taken to reorganize the Cook 
County Health Bureau. That there be placed at 
the head of the recognized bureau a licensed 
physician with regular standing with a fine rec- 
ord in Public Health work. 

2. That a nurse be assigned to our com- 
munity in accordance with the original agree- 
ment and that such nurse shall live in Des 
Plaines, or conveniently nearby whose sole duty 
shall be to take care of needs of Des Plaines 
and the immediate vicinity. 

3. That these requests be acted on at the 
earliest possible moment as an emergency exists 
and lack of suitable supervision on the part of 
the Community Nurse may lead to disastrous 
results. 





MAYO CLINIC DESIRES BACK VOLUMES 
OF THE ILLINOIS MEDICAL JOURNAL 


Mayo Clinic, Rochester, Minn. 

To the Editor: October 12, 1928. 
We should greatly appreciate it if you could 
supply us with the numbers of the ILLINOIS 
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MepicaL JouRNAL which I am listing below. We 
are trying to complete our volumes for binding 
and we lack these numbers. 


Volume 1-6 inclusive, all numbers. 

Volume 7:1905: numbers 2 and 6. 

Volume 8:1905: numbers 1, 2, 3, 4 and 6. 

Volume 9:1906: number 1. 

Volume 10:1906: numbers 4, 5 and 6. 

Volume 11:1907: numbers 1-6 inclusive. 

Volume 12:1907: numbers 2-6 inclusive. 

Volume 13-15: 1908-1909: inclusive, all num- 
bers. 

Volume 16:1909: 

Volume 17 :1910: 

Volume 20:1911: 

Volume 21:1912: 

Volume 22 :1912: 

Volume 23 :1913: 

Volume 27 :1915: 


Nore: Inasmuch as back numbers of the 
JOURNAL will in all likelihood come from several 
sources we request that the volumes be forwarded 
directly to the editor, 185 N. Wabash Avenue, 
Chicago, where the collection can be checked to 
see that the order has been fully taken care of. 


numbers 1, 3, 4 and 5. 
number 1. 

number 6. 

numbers 1, 2, 4, 5 and 6. 
numbers 1-6 inclusive. 
number 4. 

number 2 and 6. 





BUREAU OF SCIENCE LIBRARY, 
MANILA, PHILIPPINE ISLANDS, DE- 
SIRES BACK NUMBERS OF THE 
ILLINOIS MEDICAL JOURNAL 


The Bureau of Science Library, Department 
of Agricultural and Natural Resources, Manila, 
Philippine Islands, desires back numbers of the 
IttINoIs MepicaL JouRNAL as follows: 


Vol. 25, No. 1, 2, 1914. 

Vol. 26, No. 5, 1914. 

Vol. 27, No. 1, 1915. 

Note: Kindly forward Journals to ILLINOIS 
MEDICAL JouRNAL, 185 N. Wabash Avenue, Chi- 
cago, Illinois, where they will be redirected to 
the magazine specialists in Boston who make the 
request. 





NOT HER! 


“Did my wife speak at the meeting yesterday?” 

“I don’t know your wife, but there was a tall, thin 
woman who rose and said she could not find words 
to express her feelings.” 

“That wasn’t my wife! 


CHARLES J. WHALEN 


Original Articles 


EDUCATIONAL COMMITTEE HAS GONE 
FAR AND ACCOMPLISHED MUCH 


Brier CoNsIDERATION OF WHat Tus Commit- 
TEE OF THE ILLINOIS State Mepricat So- 
cieETY Has Done Durine Its SHort 
EXISTENCE AND Its AIMS FOR THE 
BENEFIT OF THE PvuBLIC 
HEALTH AND THE Con- 
SERVATION OF THE 
RIGHTS OF THE 
PROFESSION 


Cuares J. WHALEN, M. A., M. D., LL.B. 
CHICAGO 


During the five years of existence of the edu- 
cational committee of the Illinois State Medical 
Society, this body has gone far and accomplished 
much. 

Where the general public is concerned, activi- 
ties of this committee are of an inestimable 
value. As an important factor in the effort 
to stem the drift of medical practice from the 
hands of the medical profession into those of 
uneducated, misinformed or unscrupulous indi- 
viduals, this educational committee has already 
demonstrated that this work should have been 
begun at least a quarter of a century ago. 
Throughout this neglected interval have sprung 
up many vicious tendencies and drastic evils, 
destined to destroy the usefulness and inherent 
purport of the application of the science of 
medicine. 

Certainly these evils could not have flour- 
ished unless the general public had afforded 
fertile soil for this growth, and as certainly 
this fertile soil afforded by the public comes 
to no small degree from the general ignorance 
on the part of the public, that in its turn has 
been fostered, unconsciously enough, by the for- 
mer rigid aloofness on the part of the medical 
profession, that has kept the profession from 
taking the general public into its confidence 
as to the quality and quantity of progress made 
by doctors in the conquest or alleviation of dis- 
ease. 

No fairy tale broadcast by quack, charlatan or 
cult can equal the wonders, ay, almost the magic, 
accomplished by the ethical profession in the 
last fifty years. It may be that modesty en- 
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gendered the apathy felt by the medical profes- 
sion as to the public’s knowledge of what medi- 
cine has done, and is doing. Even if this at- 
titude can be explained by modesty on the part 
of the profession, it must be admitted that for 
this modesty, the general public has been forced 
to pay a terrific price, that in turn is being 
exacted of the profession itself by the turning 
of the public to those institutions fostered by 
the worst enemy in the world of initiative med- 
ical practice—the endowed medical foundation, 
and the lay institution taking over the practice 
of medicine, especially when controlled _polit- 
ically. Equally true is it that in the repetitive 
process of history, the public will suffer from the 
demoralization of the quality of medical service 
that will result from the socialization of medi- 
cine through these foundations. In the mean- 
time ethical medicine has begun its herculean 
task of setting the public straight on the ques- 
tion of medical economics, since this question 
vitally affects public health, public welfare and 
even the future of civilization. 

Terrific as is the handicap resulting from this 
half century of medical apathy, and contain- 
ing among other alarming fundamentals, the 
idea prevalent in the minds of many wealthy, 
misguided philanthropists groping to achieve the 
greatest good for the greatest number, and hop- 
ing to do this through the self-arrogated direc- 
tion of the practice of the healing arts, already 
enough progress has been made not only to 
justify the existence of the educational commit- 
tee but to urge its continuance of effort and 
enlargement of orbit. - 

In Illinois a rapid resume of what has been 
done, or is now in progress of accomplishment, 
pivots upon certain elemental proceedings urged 
upon the profession for upwards of a quarter 
of a century by The ILtr1no1s MepicaL Jour- 
NAL and its editors. 

These fundamentals include combating 

(1) Lay dictation and control of medical 
practice. 

(2) Endowed foundations entering practice 
of medicine. 

(3) Corporations engaged in medical prac- 
tice. 

(4) Inimical medical legislation. 

(5) Political control and interference with 
medical practice. 
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(6) Unrestricted activities of quacks with 
general public health. 

(7) Lay and semi-lay pay clinic for other 
than the poor. 

(8) Supersedence of physician by overtrained 
nurse. 

(9) Health departments practicing general 
instead of preventive medicine. 

(10) Various other similar and correlated 
vicious tendencies. 

Let it be repeated again and again that if 
the science of medicine is to live up to its ideals 
and purposes, it must fight these enemies of the 
public health and national welfare with their 
own fire, and in the terms of their own lan- 
guage. Not by false promise or sanguine decep- 
tions such as are the charlatan’s stock in trade, 
but rather by plain statements of scientific fact, 
can the medical profession save the national 
health from destruction, through its justified 
promises of alleviation, and even possible cures, 
of physical misery among a suffering public. 

To bring this knowledge to the public is the 
task of the educational committee of the Illi- 
nois State Medical Society. 

Vitally important too is the reinforcement of 
the profession. Standards of medical educa- 
tion have been raised from time to time until 
at present, the requirements are so high, that 
a man can not enter the practice of medicine 
until he has reached approximately twenty-seven 
years of age. This means, too, that he will 
have expended upwards of $25,000 of moncy 
already earned to secure his medical education, 
to say nothing of the loss of another $25,000 
potential profits that he might have been mak- 
ing from the time he was sixteen years of age, 
while working as a bricklayer, at wages far in 
excess of what the average doctor makes in 
practice of medicine. 

Pit this against the exponents of the cults and 
systems who are being advertised for in all the 
cheaper class of magazines and periodicals, to 
“take an eight weeks’ course and learn to be a 
somekindoranother-ic and get a doctor’s certiii- 
cate.” Brakemen, plumbers, and even ambitious 
barbers are studying short courses of weird sys- 
tems at home, nights and noon times, and ac- 
tually clamoring for recognition as scientific 


‘medical men. The public shows signs to a small 


extent of awakening to what it needs for its 
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own protection, through efforts of the lay educa- 
tion campaign of the Illinois State Medical So- 
ciety. 

Another momentous point lies in the fact that 
the trend of modern education has left its mark 
upon the younger generation of doctors, in that 
these younger men forget that the routine of 
life lies in small things. More than seventy-five 
per cent of human ailments are to be classed 
accurately as temporary trivialities. Now these 
younger doctors, for the most part, have am- 
bitious eyes fixed upon the great moments of 
medicine with almost complete disregard of 
the everlasting minorities. Intent upon hopes 
of the critical laparotomy, or other serious surg- 
ical operation, idealistic young physicians are 
prone to neglect the every day need of the ail- 
ing public. And right here is the loop-hole 
through which the bogus practitioner creeps to 
find the foothold by which he sometimes dis- 
lodges and supersedes the skilled man. We are 
educating specialists, and not doctors. The pub- 
lic needs many doctors and only a few spe- 
cialists. 

Out of the inattention of scientific men for 
ordinary wants of an indisposed people, spring 
and flourish the mass of cults and of mock med- 
ical systems that insidiously deprives the sick 
of the available expert medical attention. In 
other words, it is the seeming indifference of 
physicians towards the annoying ailments of 
prevalence and frequency that forces the people 
to seek care and a sympathetic ear from the 
pseudists. . 

Powerful appeal of the false healers is the 
seeming shrewd fashion in which these dis- 
pensers of bunk appear to take the patients into 
the full confidence of their supposedly wonder- 
ful systems. The subtlety of this suggestion to 
personal vanity is incalculable. 

The educational committee of the Illinois 
State Medical Society daily experiences these 
contributory menaces to the national welfare 
and the public health that have arisen from 
this apathetic negligence on the part of the 
medical profession. These include the central- 
ization of administrative power in non-scientific 
authority, and in non-medical people; fiat med- 
ieal practice, and the usurpation of medical 
tights by non-medical people ; insolences of over- 
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trained nurses, who attempt to practice medi- 
cine instead of restricting themselves to their 
own orbit; hospitalization of the sick at the 
mercy of pecuniary considerations; the intro- 
duction of dangerous and restrictive legislation 
such as the Harrison Drug act and the Shep- 
pard-Towner Act and the new Sheppard-Towner- 
Newton bill, and the numerous chiropractic and 
osteopathic bills. 

Although this fight is. waged from Illinois’ 
standpoint, yet the fight is not for Illinois alone. 
The State has become only a type state with 
every other state in the Union feeling the men- 
ace with equal weight. 

The educational committee is aiming to place 
the campaign in the very center of the public 
eye. Work of this sort costs money as the 
cults have found out, as they pay millions of 
dollars annually. Cults and their kind must 
pay for every inch of space in a newspaper, 
magazine, or on a billboard. The medical pro- 
fession deals, in the record of its achievements, 
with that sacred element of modern life, known 
as NEWS—in other words, in information of 
accurate interest and benefit to the human race, 
whether as a guide, or as a warning, all of which 
is based upon personal experience or scientific 
fact. 


° 
Thousands of avenues of distribution have 
been opened to the purveyors of such elucidative 
data. The space that this data secures from the 
public and lay press, and’ other distributive cen- 


ters is not for sale at any price. No quack can 
secure that hearing, if it is known that he is 
a quack. The medical profession got busy and 
told the truth about itself so that the public is 
learning the difference between skill and bunk, 
just as it has learned the difference between tin 
and silver, cotton and wool. The lay public is 
not the only section of the population that needs 
education. There are many physicians who need 
a little education themselves to have their eyes 
opened as to the speed and completeness with 
which medicine is drifting out of the hands 
of the doctors into most questionable harbors. 

The committee outlines that among the aims 
of its work have been: 

1. Classification and centralization of the 
resources of the association in point of publicity. 
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(a) Men engaged in research work of pub- 
lic interest. 

(b) Men tangent to the lay press, the lecture 
platform, stage and other centers of pub- 
lic distribution. 

(c) Medical men in the public eye, whose 
spoken or written word has a publicity 
value. 

2. Establishment of general publicity media 
for news and feature material, which shall 
tend to: 

(a) Correct misinformation on medical sub- 

jects. 

(b) Place the profession more conspicuously 
in the lay press. 

(c) Present an adequate background for ad- 
ditional protective legislation. 

3. Enlistment of active co-operation from the 

county societies in the state for the purpose of: 

(a) Making the campaign an affair of every 
doctor, rather than of a committee. 

(b) Inviting participatory rather than de- 
tached criticism. 

(c) Securing for major news a state wide 
diffusion that will exceed syndicate pos- 
sibilities. 

(d) Utilizing local detail and experience for 
the feature work of the central bureau. 

(e) Radio talks by doctors. 

For the accomplishment of this, the associa- 
tion appointed the educational committee. The 
“press agent” part of this committee’s duties 
included : 

1. Preparation of feature articles for use in 
magazines with a substantial circulation in Illi- 
nois syndicates, state and local publications. 

2. Preparation of news stories based upon 
current activities of the association that will be 
suitable for use by syndicates, press associations 
and city newspapers, and for adaptation by coun- 
try newspapers. 

3. Establishment of press contacts. 

4. Preparation of material for use by physi- 
cians who will speak before lay organizations. 

5. Research work in current medical history, 
background work of significance and suitable 
media for such facts. 

6. The general contact point between the lay 
press and the profession in the state of Illindis. 

*. Personal conference with county societies 
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throughout the state at some time during the 
year in order to: 

(a) Convince the membership of these 
branches of the necessity for and the 
suitability of the campaign. 

(b) Local problem analyzation. 

(c) Establishment of procedure for the han- 
dling of local publicity situations. 

(d) Arrangements for local society to use ma- 
terial supplied from central press bureau 
and to function for local media. 

(e) Enlistment of participation in campaign 
from the local branch membership. 

8. Establishment of central bureau to pro- 
vide speakers and to create opportunities for 
these speakers to discuss subjects worthy of and 
suitable for presentation in a popular vein to 
lay audiences. 

9. Establishment of organization contacts to 
co-ordinate with the lay press, and the inaug- 
uration of popular “drives” on projects desig- 
nated by the governing committee. 

The most captious of critics will observe that 
this program is one that is carried out with all 
due consideration for the traditions of self-re- 
specting medicine. Dignity, truth and redemp- 
tion of the public welfare from the quagmires 
of bunk will be the eventual fruits of the cam- 
paign. The general public is hungry for news 
of the functions of the ever troublesome body and 
the simple way in which it may be cared for. 
Proof of this is found in the tremendous amount 
of “medical answers” carried in every daily 
periodical in the country. Medicine is the most 
destructive of professions. Working on its ele- 
mental doctrine of prophylaxis it labors to 
its undoing, but there is much yet to be done 
before the race will have reached the millen- 
nium of physical perfection. MUCH MUST 
BE DONE at once to restrict the outrages per- 
petrated by the pseudo-medical-incompetents, or 
centuries of medical research and professional 
devotion will go for naught. 

The doctor as an individual is caught between 
two fires. In addition to the work of the bunco- 
medics, the increasing knowledge of specifics for 
standardized diseases has brought into play a 
vast possibility for self-medication, that an ego- 
tistic public has availed itself of with much 
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avidity. The fine point of diagnosis is too often 
overlooked. One of the crimes against it is the 
maudlin cry of the chiropractic that any ail- 
ment under the sun can be diagnosed from a 
wiggle of the spine. If the claim were for any 
ailment under the sod, there would be no argu- 
ment, but not until the death rate shows an 
alarming increase will the public awake, and 
that too late. 

Hampered by laws that make it impossible 
for a physician to prescribe certain drugs when 
and how he wishes, but only as a few non-med- 
ical lawmakers think he should, the doctor is 
still doing his best. Would the Harrison Nar- 
cotic law, the inhibitions of Volstead Act and a 
dozen other insanities be on the statute books ot 
the country today if the public and the physi- 
cians, too, had been aware of what was meant? 
Though never at any time a user of alcoholics, 
tobacco, or other narcotics, the speaker has had 
an ample opportunity to feel the whip of fiat 
medical practice. 

Dr. George E. Vincent, an able educator, has 
said “In democratic countries like the United 
States, Great Britain, and Canada and Switzer- 
land, the popular estimate of the social value 
of science, the general esteem in which scientific 
men are held, the willingness of legislative 
bodies and of private citizens to supply funds, 
and the readiness of leaders and people to ac- 
cept and apply the results of scientific research 
are determining factors in the progress of knowl- 
edge. Unless the leaders of opinion and a sub- 
stantial proportion of the adult population ap- 
preciate the aims and methods of science, ur- 
derstand something of the value of evidence, 
are familiar with reasoning processes, and are 
prepared to recognize the authority of disinter- 
ested experts, science can not attain the place 
it deserves, or render the service of which it 
is capable. Chemical, electrical and mechanical 
engineers have won distinction and recognition 
because their work is tangible and convincing 
both to the trained leader and to the man in 
the street. The medical scientist, with vastly 
more complex problems to solve, must ask for 
the support of a much more intelligent imagina- 
tion and sympathetic form of public opinion.” 

It is the creation and support of such a pub- 
lic opinion that is the aim of the lay educational 
campaign of the Illinois State Medical Society. 
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THE RHINOLOGICAL PROBLEM IN 
ASTHMA* 


Burton HaseEttineg, M. D., F. A.C.S. 
CHICAGO 


No other problem so imperatively demands 
the attention of rhinologists today as the one 
presented by the group of conditions suggested 
by the term asthma. It is unfortunate that we 
have no precise nomenclature covering these 
rather closely allied phenomena, but they are 
fairly well included in the three terms, asthma, 
hay fever and hyperesthetic rhinitis. The term 
allergy is not satisfactory since its limits are 
vaguely defined and many of the manifestations 
are admittedly non-allergic. But in considering 
this croup of phenomena, whatever our nomen- 
clature and whatever our point of view, the 
rhinologist is in the picture and the problem 
is one which he cannot escape. His relation to 
the subject has undergone rather curious oscilla- 
tions. The wave of over-enthusiasm led by Bos- 
worth in the eighteen nineties was followed by 
a too pessimistic reaction. In this stage the 
rhinologist tried to side-step the whole question 
only to have it forced back upon him by the 
sheer weight of clinical evidence. For the fact 
remains and is perennially being re-discovered 
that the syndrome culminating in _ broncho- 
spasm is one in which the rhinological factor is 
of prime importance. 

Furthermore, in the still regrettably small 
number of cases in which treatment has been 
strikingly successful, intelligent and skillful 
thinology has played a rather conspicuous part. 
That rhinology has not always been skillful and 
intelligent is shown by the sad failures con- 
stantly being cited for our humiliation. A 
proper utilization of knowledge now available 
will protect us from such failure and humilia- 
tion. It is no longer necessary to proceed by 
the method of trial and error in dealing with 
the asthma patient. It is not necessary to sub- 
ject him to a prolonged series of peculiar tests 
to search out some specific causes for his diffi- 
culty. It is not necessary for the rhinologist to 
try various operations in the hope that he may 
do that unknown thing which in some cases has 
brought such dramatic relief. r 

It is now possible clearly to define the rhinol- 


*Read before the Section on Eye, Ear, Nose and Throat, 


Seventy-eighth Annual Meeting of the Illinois State Medical 
Society, Chicago, May 9, 1928. 
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ogist’s relation to the asthma problem both as 
regards the general question and as regards the 
individual patient. He has a double function 
to perform because he may have to deal with 
either of the two fundamental factors in the pro- 
duction of broncho-spasm and often with both 
simultaneously. It cannot be too emphatically 
stated nor too often repeated that these two fun- 
damental factors are: 1. A chronic disturbance 
of metabolism toxic in nature; 2. A source of 
vagus irritation in the respiratory tract usually 


aS SD 


Fig. 2 


in the nose. The particular area in the nose 
especially concerned in broncho-spasm has been 
independently discovered by many observers, 
myself included. I wrote about it in 1910, 
thinking I was making a new observation, not 
knowing that Brodie and Dixon had proved it 
experimentally five years before. It has recently 
been re-discovered by a very eminent English 
surgeon, Sir Dundas Grant, and described by 
him in the Practitioner for December, 1927. 

I have always used the phrase “Ethmoid re- 
gion” to describe this area and I still think it 
the best term if we agree as to what it defines. 
It includes the ethmoid or middle turbinal and 
the areas adjacent to it, both of the septum and 
the outer wall. These are the areas that nor- 
mally produce the sneeze and cough reflex and 
they are notoriously the areas which in suscep- 
tible subjects produce broncho-spasm. It is with 
this understanding that we continue to use the 
term. 

In searching for causes of the underlying toxic 
state rhinological study is indispensable even 
though the stage of broncho-spasm has not been 
reached. Our first function, then, is to deter- 
mine what sources of infection are to be found 
in this field and to what extent they are remov- 
able. In this we work closely in cooperation 
with the internist. In cases that have reached 
the stage of broncho-spasm we know that there 
is a source of vagus irritation in the respiratory 
tract and if we be not inexcusably ignorant we 
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know the outstanding importance of the ethmoid 
region in this respect. 

Our second function, then, existing only in 
broncho-spastic cases, is to determine what 


sources of vagus irritation exist in the nose or © 


throat and to what extent they are removable. 
At this point we need in addition to a high 
degree of rhinological skill and judgment some 
special knowledge of nervous anatomy and physi- 
ology. My own belief is that entirely too muc!) 
mystery is being made out of the whole question 
of nasal reflexes. We will not discuss the large 
subject of pain fields but certainly the subject of 
spasms need not be as mysterious as it is usually 
considered to be. 

No one can and no one does write about 
broncho-spasm and ignore the nasal factor. But 
if we bring together the opinions on this point 
published in the last year we have a sad jumble 
of often contradictory guesses. The argument 
often descends to petty disputes valueless to all 
participants. In England we have Auld (B. M. 
J. Feb. 4, 1928) discussing the nasal factor in 
a way that sounds medieval to American rhinol- 
ogists. In America we have Rackemann sup- 
ported by Bishop, classifying asthma into intrin- 
sic and extrinsic and by this very classification 
excluding from rhinological treatment some of 
the cases in which it is most effective. Sham- 


baugh in the Year Book for 1927, gives in one 
page a remarkably clear statement of modern 


rhinological views on this subject. He apily 
warns against blind attempts to relieve asthma 
by simply cutting something out of the nose. 
He has an unusually sane attitude toward the 
mystic fog that has recently enveloped the 
spheno-palatine ganglion. But he lacks a clear 
appreciation of the comparatively simple naso- 
vagal reflex involved in broncho-spasm, now 
recognized by most neuro-physiologists. This re- 
flex arc, first described by me in 1912 as explain- 
ing the nasal cause of broncho-spasm, has since 
been mentioned by several writers and generally 
accepted by neurologists. It supplies the ana- 
tomical explanation for the phenomena observed 
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by Brodie and Dixon, as well as the clinical 


phenomena more recently noticed by Sir Dundas 
Grant. With the addition of Gaskell’s work on 
the autonomic nervous system we now have the 
element of mystery quite eliminated. 

It is now clear that regarding asthma the 
rhinologist is in a pecular position because the 
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successful treatment of asthma is impossible 
without his aid; and there is placed upon him a 
responsibility of the gravest magnitude. This 
responsibility is a double, even a treble, one if 
we may so express it. It demands his utmost 
skill in diagnosis, in prognosis, and in treat- 
ment. Not even second in importance to the 
work of the internist is that of the rhinologist 
in determining the amount and nature of nasal 
abnormality, with its exact causal relationship, 
and his efficiency in removing or correcting it. 

The first step in acquiring adequate diagnostic 
skill is a sort of re-inventory of the usual diag- 
nostic methods. This does not mean the discard- 
ing of any method, but a certain shifting of 
emphasis and the addition of some measures not 
commonly employed. First, we would place 
more careful, detailed and repeated direct study 
of the interior of the nose by anterior and 
posterior rhinoscopy, which includes the use of 
the nasopharyngoscope in skilled hands, A 
rhinological diagnosis without this instrument, 
or by one unpracticed in its use, is much like 
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an opthalmological diagnosis with similar neg- 
lect of the ophthalmoscope. Second would be a 
lessening of emphasis upon the x-ray picture. 
There is much need for this change. The psy- 
chology of picture-taking has greatly impressed 
the layman and the rhinologist is not immune to 
its allurements. He is too much inclined to lean 
upon it to the neglect of more valuable measures. 

If we were compelled to begin cutting down 
the number of our diagnostic resources, this 
would probably be the first to go, unless it be 
transillumination, which is perhaps of even less 
value. In doubtful sphenoid cases, the skia- 
graph does give information not otherwise ob- 
tainable and in frontals it is sometimes helpful. 
In ethmoids it is of little use, while in questions 
of antral pathology, now that we have the antro- 
scope, the x-ray becomes almost useless except 
to reveal infection of dental origin. 

This ingenious and valuable instrument is 
still so little known as recently to have been de- 
scribed as new by a Philadelphia rhinologist.* 
I will therefore quote my first description of it, 
published in Clinical Medicine for March, 1925. 


Naturally, before making a definite prognosis or 
undertaking treatment in any case, it is desirable to 
know the amount of pathology in all the accessory 
sinuses. For the antrum, this is accomplished by one 
complete inspection with the Wappler antroscope, 
easily made in any adult patient without serious dis- 
comfort. One-fourth to one-half dram of 4 per cent. 
procain with three or four drops 1-1000 adrenalin is 
injected through the buccal mucous membrane into 
the canine fossa after which the trocar may be passed 
directly into the antrum, all parts of which may be 
leisurely inspected. No injection either of air or of 
liquid is needed, although irrigation may be employed 
if for any reason desirable. As the antroscope is as 
yet known to few rhinologists, I have obtained from 
Messrs. Sharp & Smith cuts of the Wappler instru- 
ment which are shown herewith. The instrument as 
shown in Fig. 4 is about 11% Fr. in calibre. It pro- 
vides a clear, upright, slightly magnified view. Fig. 3 
is the cannula, Fig. 2 the trocar and Fig. 1 the two 
combined. Fig. 5 is a sheath for protecting the instru- 
ment when not in use. The antroscope was originally 
intended for use through the nasal meatus by punctur- 
ing the naso-antral wall but the approach through the 
canite fossa is in every way preferable. It is less dis- 
agreeable to the patient, less difficult for the operator 
and it provides a view of the entire antral cavity, 
including the apex, which is impossible by the nasal 
route. 

For one equipped with the nasopharyngoscope 


it is not necessary to purchase the special antro- 


*Dr. Philip S. Stout, Larynoscope, January, 1928. 
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scope. By the use of the Duke trocar, originally 
made for use in thoracic empyema, the same pro- 
cedure can be employed without difficulty. It is 
well to have this trocar shortened slightly to 
adapt it to the length of the nasopharyngoscope, 
which it otherwise fits perfectly. 

With all the information obtainable by these 
combined measures, we are prepared to take up 
the question of treatment. Here again, and per- 
haps most of all, there is need for a radical 
shifting of emphasis. In the minds of both doc- 
tors and layman, the words “nasal treatment” 
are practically synoymous with “operation.” This 
has resulted from disappointment with spray and 
irrigation methods and from the development of 
modern intranasal surgery. With nonsurgical 
resources so meager, and with surgical technic 
enormously improved, the usual rhinological 
diagnosis has come to mean little more than 
whether or not to operate. 

This situation is now happily being modified 
by a wider acquaintance with the Dowling 
method of treating nasal infections. Many 
rhinologists have only recently learned of the 
value of colloidal silver tampons in treating 
nasal infections and in the satisfaction of unex- 
pectedly good results have possibly shown over 
enthusiasm. In the Annals of Otology for 
March, 1928, R. H. Skillern refers to it as a new 
idea and uses the word “panacea.” This does the 
method injustice in two ways: It is not new, 
having been in constant use by numerous special- 
ists for more than twenty years. It is not a 
panacea, but has clearly defined indications and 
limitations which have repeatedly been described 
in literature. The term “Dowling treatment,” 
by which it is universally known, was first ap- 
plied to it by myself because it was originated and 
published by Doctor J. I. Dowling of Albany, 
N. Y., from whom I obtained it in 1905. 

With the advent of colloidal chemistry, Dowl- 
ing saw the value of a substance that could do two 
things impossible to crystalloids; namely, pass 
through a living membrane without damage to it 
and destroy bacterial life without injury to the 
tissues of the host. Dowling alone seems to have 
appreciated the time element in the process and 
to have seen the advantage of prolonged contact 
of the solution with the tissues, which is not 
possible by irrigation. The Dowling method 
differs radically from all other procedures deal- 
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ing with mucous-membrane infections in that it 
is not a surface treatment. Recognizing that 
the pathology is beneath the surface, he utilizes 
the principle of osmosis and obtains results im- 
possible by any form of surface application. His 
so-called tampon is simply the application to the 
mucous surface of a cotton pad saturated in a 
colloidal silver solution and allowing this to re- 
main until the solution is taken up by the tis- 
sues, this being from forty to eighty minutes, 
Experiment shows that the solution is distrib- 
uted by the circulation far beyond the area of 
its application. His preference is for an aqueous 
solution of argyrol in a strength of about ten per 
cent. The mucous surface must, of course, be 
clean and it is desirable to cover with the cotton 
pads every available bit of the intranasal mucosa 
except the floor. No cocaine nor adrenalin 
should be employed, since these greatly lessen 
the effect of the treatment. It is important to 
reach the posterior and upper nasal spaces and 
as far in the infundibular direction as possible 
without trauma. The clumsy stuffing of cotton 
wads into the anterior nose, so often called Dowl- 
ing treatment, is nothing but a travesty. 

The niceties of technic are highly important. 
My own practice differs slightly from that of 
Dowling. Instead of a single large tampon, | 
use a variable number of thin and delicate wisps 
of long fiber cotton. This is especially important 
in asthma cases because the “asthmo-genetic 
zone” often cannot be reached by a large tampon. 
These delicate pads are successively applied with 
a slender, polished, tapering applicator in suffi- 
cient number to cover the nasal mucosa all the 
way from the nasopharyngeal vault and the crib- 
riform plate around the under surface of the 
ethmoid turbinal and upward upon its outer sur- 
face to a considerable extent. After swelling is 
reduced by a few treatments, the turbinal can be 
almost entirely enveloped by the tampons. It is 
desirable that the cotton be easily released from 
the applicator and left at the farthest point 
reached without crowding or friction. The eco- 
nomical nose specialist who uses rough, rusty, or 
crooked applicators often unwittingly does an 
intranasal massage that leaves his patient in 
worse condition than before. 

Besides the therapeutic use of the tampon, it 
has an important diagnostic value. This is the 
change in color (blanching) which the solution 
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undergoes in the presence of infection. This 
change is unmistakable and positively indicates 
infection even in the absence of other signs. In 
obscure or doubtful cases a succession of six to 
ten “diagnostic treatments” should be given} 
after which the blanched tampon or even the 
appearance of pus or small polyps in the deep 
recesses will often remove all doubt. 

The value of this procedure in treating nasal 
infections has naturally brought it into prom- 
inence in connection with the asthma work. 
Many rhinologists, supposing it to be new, have 
raised the question of the possible danger of 
argyria. In the query column of the Journal 
A, M. A. such questions have appeared with only 
speculative answers. The editor, Doctor Morris 
Fishbein, has kindly given me a list of available 
articles on argyria. These have been carefully 
searched and nothing has been found suggesting 
argyria from this procedure. 

It is emphatically not a method for self treat- 
ment and the solutions should not be given to 
the patient. This is one serious objection to the 
use of a trade name. It is neither necessary nor 
wise to use strong solutions. Those who employ 
fifty per cent. solutions betray lack of experience 


with the method and perhaps take some risk. It 
is probably unwise to use it upon areas denuded 


of mucosa. Observing these precautions, the 
thinologist may use the method for any length 
of time with no apprehension and it will mate- 
rially contribute to his success. 

122 South Michigan Avenue. 


DISCUSSION 


Dr. Dean Myers, Ann Arbor, Mich. History does 
not seem to go back far enough to antedate asthma. 
I feel sure that even Adam wheezed a bit after his 
overindulgence in the shade of that old apple tree. 
This ought to be meat for the worshippers at the 
shrine of heredity as the cause of asthma. In an 
historical survey purporting to cover all knowledge 
of bronchial asthma, published in the March number 
of one of America’s important medical magazines, a 
well-known writer on this subject concludes his arti- 
cle with the discouraging statement—“The cure of 
asthma is therefore not to be expected until a method 
has been found which will alter the chromosomal 
constitution, either in the adult, or more radically in 
the genetic cells.” All the author has to suggest is 
that ephedrin is superior to adrenalin as a relief meas- 
ure. If we accept his conclusions we admit of no 
Progress whatsoever in all these years toward the 
discovery of a cure for asthma. In the consideration 
of any disease every fair-minded medical man is 
chiefly concerned with cure, but in order to achieve it 
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he must consider both cause and effect. Modern scien- 
tific research in asthma has beem studying extensively 
and reporting entertainingly upon effects, but their 
cause and cure present problems as far from being 
solved as ever, unless we accept the work of two men, 
Dr. Burton Haseltine in America and Dr. James Adam 
in Scotland. These men have presented a definite 
theory of the cause of asthma. This theory, which 
they have successfully defended with results, main- 
tains that asthma is a result of toxemia, that its cause 
is a toxin in some form or other, and that the spasm 
depends upon a delicate nerve chain connecting the 
upper air passage with the bronchial musculature. 
Their studies point clearly to the fact that allergy is 
an effect, not a cause, that anaphylaxis is an effect that 
hypersensitiveness is an effect, that disturbance of 
endocrine functions is an effect, that asthma itself is 
an effect, and that the cause of all these is toxemia. 
The part played by the nose in the asthma syndrome 
may be two-fold; first, it is usually the receiving end 
for the nervous impulse that produces the broncho- 
spasm, and, second, it may be the source of the infec- 
tion which provides the toxemia. It is this latter 
phase which I wish briefly to discuss. Much unneces- 
sary surgery is inflicted upon the ethmoid region, also 
much bungling and unintelligent surgery fails to give 
relief where surgery is actually needed and where good 
surgery would bring relief. It is probably true that a 
large percentage of asthmatics have no actual suppura- 
tion of the ethmoid cells and consequently call for no 
surgical procedure. It is quite generally accepted that 
pyogenic bacteria seldom find their way into the 
ethmoid cells, and if they do, the action of the ciliated 
lining of these cells rapidly removes them. The lining 
of these cells, while classed as a mucous membrane, 
is not a mucous membrane of the mucus producing 
type such as we find lining the nasal cavity. We have 
been in the habit of speaking of all postnasal catarrhs 
as chronic ethmoiditis. In this we have been wrong. 
How many of you would expect to find pus in the 
posterior ethmoid antrum if you were to open that 
cell in every case of chronic postnasal catarrh? As 
a matter of fact, you know you would not find it 
present in one out of every hundred such cases. The 
actual location of this trouble is in the superior 
meatus or so-called olfactory passage. The thing that 
has escaped the attention of too many rhinologists is 
the deep depression or pocket-like formation of this 
space. Just recall for a moment your study of models 
or dried specimens of the skull, and you will vizualize 
this deep depression in the outer wall of the nose lying 
like a cave or depression in the ethmoid body and 
containing the opening from the posterior ethmoid 
cells. A study of the conformation of this area will 
at once reveal the source of most postnasal discharges. 
It is a fine basin for the retention of mucus and the 


_harboring of bacteria. The slightest swelling of the 


nasal mucous membrane in this region makes it almost 
a closed cell, and in contradistinction to the ethmoid 
cells this cell is lined with mucus secreting membrane. 
Its drainage will be seen to be very bad, and the 
result is a sort of vicious circle where more mucus 
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retained causes more to be secreted. The passage of 
air nearby removes much of its moisture, resulting in 
the thick ropy adhesive discharge down the naso- 
pharyngeal wall. Failure to cleanse this area and the 
application of much ill-timed, ill-advised and unsurgi- 
cal surgery instead has been largely responsible for 
the unpopular state in which intranasal surgery finds 
itself just now. We are indebted to Dr. J. I. Dowling 
of Albany, who more than twenty years ago gave to 
the world the Dowling tampon treatment, which will 
effectively cleanse this area without surgical interfer- 
ence. More than half the cases at a conservative esti- 
mate do not need surgery at.all, and yet many of them 
are operated upon. Of those needing surgery many 
are receiving surgery that is far worse than no atten- 
tion at all. In children surgery is almost never 
needed, while in adults polyposis, septal deviation, or 
turbinal changes may often require surgical correction. 
Unquestionably surgery of this region should be done 
only by men of unusual skill and surgical judgment. 
It is to Haseltine that we are indebted for an ex- 
planation of the ethmoid’s real part in this asthmatic 
storm, and it is to him that we are indebted for some 
real constructive teaching as to just how to handle the 
ethmoid. Also, under his teaching we have learned 
that every asthma patient is a complex problem to be 
solved. He is not just a case of asthma, for his 
asthma is only a symptom. He is a sick individual, 
and you will note in your study of the methods em- 
ployed by Haseltine that the examination attempts to 
find out as far as possible everything wrong with 
the patient. Closest co-operation between the internist 
and rhinologist must prevail, and both must be men 
specially trained for these cases. Dr. Haseltine has 
said,—“The handling of the asthma case might well 
be a model for all other chronic cases, and shows well 
what we mean by modern specialization.” Many fail- 
ures are due not to lack of co-operation between in- 
ternist and rhinologist but to inadequate training on 
the part of one or both, for many if not all failures 
may be traced to poor technique on the part of some- 
one somewhere alone, the line. To accomplish the cure 
of the asthmatic, two things must be done, either one 
of which may relieve, but both of which will be re- 
quired for cure; namely, detoxication and removal of 
irritation from the ethmoid areas. Adam well said in 
his book,—‘‘The disease asthma is one that until recent 
years has fallen between two stools, on one of which 
sat the general practitioner without the special knowl- 
edge and skill necessary to examine and treat the 
nose, throat, and bronchi; and on the other of which 
sat the specialist concentrating on these regions, but 
neglecting the general condition of the patient and the 
dietetic and hygienic errors leading up to the asthmatic 
state. Far too much attention was paid by both to 
the most dramatic symptom, the spasm, too little to the 
conditions preceding and causing it.” 

Dr. Ralph Kuhns, Chicago: To the remarks of Dr. 
Myers I want to add that I have been very much im- 
pressed by this work started by Adam of Glasgow 
and Haseltine of Chicago. I have seen a number of 
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asthmatic children who were not helped until we had 
help from the rhinologist. I saw some of the work 
Dr. Haseltine did about ten years ago at Fort Sheridan 
and the results have been most gratifying. I want 
to say as a pediatrician that I hope you will co-operate 
in the care of this disease in children. 

Dr. W. D. O’Byrne, Chicago: It was not mentioned 
that very good results are obtained in local conditionss 
by the use of the ultra-violet lamp, not only locally but 
by general application. I believe it aids materially in 
establishing resistance. We know the local use of the 
Kromayer lamp is very effective. I have had four 
cases of mastoid disease during the past winter where 
I did paracentesis and used the ultra-violet lamp, that 
did not go to operation. They cleared up under treat- 
ment with the lamp, both local and large lamp. 

Dr. Robert Sonnenschein, Chicago: Asthma is a 
symptom, as cough and pain are only symptoms, and 
you cannot treat any condition by merely treating 
symptoms. There should be cooperation on the part 
of the internists and pediatricians to endeavor to find 
the exact underlying cause of this condition. I can- 
not understand how ultra-violet rays can affect the 
mastoid region. It was admitted by physicists that 
ultra-violet penetration of the hard tissues does not 
exceed one millimeter, but assume that it penetrates 
two millemeters. Mastoiditis does not mean merely an 
inflammation of the mastoid process but usually in- 
cludes destruction of trabeculae. You have an exten- 
sion of inflammatory process from the middle ear, 
along the mucosa of all the mastoid cells. Even 
granting that this inflammation is 2 mm. from the sur- 
face it is inconceivable to me how ultra-violet could 
have any effect. 

Dr. Burton Haseltine, Chicago (Closing): Dr. 
Myers has explained more clearly than anyone has 
previously done the clinical importance of _ this 
ethmoid area, and the reason why treatment reaching 
this particular spot is so effective. Many disappoint- 
ments result from failure to understand this point. 
I have today seen a man upon whom an operation had 
been made with the hope of relieving asthma, using 
the technique advised by Pratt of Minneapolis. With- 
out discussing the value of this procedure for other 
purposes it should be obvious that it is useless to re- 
lieve broncho-spasm because it leaves the entire 
“asthmo-genetic area” untouched. 

It is extremely interesting to hear from Doctor Mc- 
Ginnis that even bronchial thickening will to some 
extent diminish following the clearing up of sinus in- 
fection. Our own experience has been in some respects 
surprising. We formerly regarded the asthmatic child 
with chest deformity as damaged for life. Since we 
have had a large number of such cases asthma free for 
a period of years we are able say that even the de- 
formed child when permanently relieved of spasm in 
time returns to normal. The discussion by other 
speakers of the value of photo-therapy in mastoiditis 
is instructive but helps little with the Rhinological 
Problem in Asthma, 
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HE TENNESSEE PLAN FOR TUBERCU- 
LOSIS CONTROL* 


EvucEeneE L. Bisuop, M. D., 
State Health Officer 


NASHVILLE, TENN. 


Tuberculosis is one of the major health prob- 
lems concerning not only the State Health De- 
partment and other health agencies in Tennessee, 
but the practitioner of medicine as well. Perhaps 
no other disease presents a broader and more 
tangible relationship to general health work, to 
the practice of medicine and to the social and 
economic structure of a community than does 
tuberculosis. ‘Therefore, control practices must 
comprehend measures that are the joint responsi- 
hility of health agencies, practitioners of medi- 
cine and the public at large. 

There are three important population groups 
w ith which we must deal; first, that group not 
in ected ; second, persons who have been infected, 
but who show no symptoms of active tubercu- 
sis; and third, active cases of the disease. 

In the first group we are dealing with the 
younger ages and certainly with persons under 
twenty years of age. In this age group, we find 
a relatively small percentage of fatal pulmonary 
disease, but on the other hand, this fraction of 
the population suffers the principal burden of 
other forms of the disease. It is in protection 
of this age group that is found the principal 
value of an attempt to break the effective contact 
with active cases and to provide that health edu- 
cation and health supervision which will ade- 
quately protect the child during the establish- 
ment of his resistance. 

The second group is by far the largest frac- 
tion of the whole population and it is from this 
group that nearly all cases of pulmonary tuber- 
culosis develop. Changes from a state of latent 
to active infection involve influences embodying 
economic, social and biologic elements; there- 
fore, any influence tending to elevate our stand- 
erd of living and at the same time lessen the 
pressure of life or promote a higher physical 
state, will contribute to the reduction in the 
number of active cases of tuberculosis in this 
group. Thus there is afforded an unlimited field 


*Read before the Section on Public Health and Hygiene, 
Seventy-eighth Annual Meeting of the Illinois State Medical 
Society, Chicago, May 8, 1928. 
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for health education both in proper living and 
specific anti-tuberculosis measures. 

The third group, consisting of active cases, is 
of course the smallest of the three groups, but is 
far too large. In Tennessee, we have very prob- 
ably not less than 30,000 active cases of tuber- 
culosis and in our program of control practice, 
there must be provided means by which an early 
diagnosis and satisfactory treatment may be 
supplied the largest possible fraction of the 
group as a whole. Quite possibly early diagno- 
sis is the basic element in these control practices. 

From this brief review of the basic elements 
in the problem of tuberculosis control, it can be 
readily understood that no program of control 
can be effective except that it shall comprehend 
thorough and continual study of the disease, its 
distribution through the population and utiliza- 
tion of every control facility possible to the prac- 
titioner of medicine, health agencies and the 
general, public. Sound practice must forget sen- 
timent and be based upon a sense of value. It 
must eliminate guess work and apply exact sci- 
entific principles upon a basis of relative merit. 
The disease itself must be regarded as one of 
the several communicable diseases to which prin- 
ciples of epidemiological study should be applied 
just as in other communicable diseases. So far 
as the health agency is concerned the program 
and the budget must be balanced in the applica- 
tion of the several elements of control practice. 
We have attempted to approach our problem in 
Tennessee from this general point of view. Un- 
til July 1, 1925, there were no facilities available 
for use to the State Health Department, the 
whole appropriation for the Department amount- 
ing at that time to $77,320.00, or 3.3 cents per 
capita. Obviously, therefore, in our efforts to 
establish tuberculosis control or control of ‘any 
communicable disease, it was first necessary to 
strengthen the state health department and to 
tegin the establishment of official local health 
agencies. We, therefore, substantially increased - 
our budget to a per capfta of 5.25 cents and in a 
subsequent legislature to approximately 10 cents. 
At the same time, a Tuberculosis Hospital Com- 
mission was created by the Legislature for the 
purpose of studying ways and means of develop- 
ing a definite tuberculosis control program. The 
Commissioner of the State Health Department 
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was elected as Chairman of the Tuberculosis 
Hospital Commission. 

The usual practice of states has been to attack 
the tuberculosis problem from the center but 
we, in Tennessee, and particularly the State De- 
partment of Health and the Tuberculosis Hospi- 
tal Commission, have deemed it wise to reverse 
this order and to work from the periphery. 
Hence, we were first concerned with a thorough 
study of the distribution of tuberculosis in the 
State, and under the direction of the Commission 
a most thorough analysis of tuberculosis mor- 
tality was completed. As a result of this study, 
we know which age groups are suffering the prin- 
cipal force of mortality from the disease; we 
know the general trend over a period of years, 
the racial relationship, and approximately, the 
distribution of the force of mortality in the sev- 
eral major geographic subdivisions of the State. 

At the conclusion of this study, the Commis- 
sion recommended to the Legislature one definite 
step in control practice and a second angle of 
study for the second biennium of its work. As 
a result of this recommendation, a Division of 
‘Tuberculosis Control was established in the 
State Health Department with an appropriation 
of $45,000 per annum for the development of 
field control activities. This Division was also 
to do the detail work of the second angle of the 
study, consisting of an analysis of hospitaliza- 
tion facilities and requirements in the State. 
Direction of the Division of Tuberculosis Con- 
trol was placed under a trained public health 
Administrator who was also experienced as a 
-ractitioner of medicine, rather than under 
some one whose training consisted of tubercu- 
losis work only. Our purpose in so doing was 
to give the activity of the Division a broader 
scope and a more comprehensive point of view 
than would have been possible had the Director 
been trained only in a single element of public 
health administration. The Division is, there- 
fore, directed by one who can appreciate the 
point of view of the practitioner of medicine and 
who can understand the relative values of all 
control practices in the development of his work. 
The Division now has a staff consisting of the 
Director, three Clinicians especially trained in 
chest diagnosis and an average of four nurses 
per clinician for organization and follow-up ac- 
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tivity. Its program consists essentially of case 
finding, diagnostic consultation, and nurse fol- 
low-up service, with the county being used as 
the unit of local activity. 

As a matter of departmental policy, we started 
this work with a flexible program in order that 
it might be molded and developed in co-opera- 
tion with practitioners of medicine under field 
conditions. The authority to operate in any 
community, is an invitation from the local med- 
ical society with our clinicians acting as consult- 
ants to local physicians. A representative of the 
State Department of Health explains the plan 
cf procedure in advance to the medical society, 
and whether or not clinics are held in a particu- 
lar county is determined entirely by the action 
of the local society. In all instances invitations 
have been extended by the societies and as of 
July 1, 1928, clinics will have been held in every 
county of the State with the exception of the 
four larger counties which maintain similar 
services of their own. Clinics are not thrown 
open to the general public, but are confined to 
contacts with recently fatal cases and known liv- 
ing cases and to patients referred by local phy- 
sicians. A public health nurse is sent into the 
county in advance to organize the clinic under 
the direction of local physicians. When the cases 
have been selected for examination and when fa- 
cilities for the clinic have been organized, a 
clinician is assigned for one or more days’ work. 
Neither the clinician nor the nurse is permitted 
to report any finding to the patient nor to ad- 
vise the patient in any way relative to treat- 
ment. Each person examined is required to give 
the name of his family physician and the com- 
plete report of findings is forwarded to that phy- 
sician. After the clinic, the nurse remains in 
the community for a sufficient length of time to 
follow up these cases, first, that they may be 
placed immediately under the supervision of a 
physician and, second, that she may assist the 
physician in securing the practice of such in- 
structions as he may issue to the patient. The 
nurse presents an order or instruction chart to 
the physician and takes his dictation relative 
to the specific regime that he wishes to establish 
for the particular patient. In the counties where 
whole-time county health departments are main- 
tained, this work is very much simplified, since 
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the local nurses can take care of the entire rou- 
tine with the exception of clinic organization. 
During the five months ending March 31, a 
total of 3,730 examinations were made and of 
these 822, or 22% of the persons examined, were 
found positive. An additional 835, or 22.4%, 
were carried by the records as suspicious and 
were also referred to their family physicians. 
The greatest possible emphasis should be placed 
upon that part of our policy providing that as a 
health agency we shall act essentially as a case 
finding agency to provide an earlier diagnosis 
than would otherwise be made and that we shall 


establish co-operation with practitioners of med- - 


icine who must bear the burden of treatment. 


Hospitalization of all cases of tuberculosis in 
‘Tennessee is neither possible nor necessary and 
until we realize that we must depend upon prac- 
ticing physicians for the treatment of tubercu- 
losis essentially as we depend upon the same 
group for the treatment of other diseases and 
morbid conditions, just so long will we delay the 
institution of a sound program of tuberculosis 
control. 

In connection with our study program, a com- 
plete survey of the distribution of physicians 
and hospital facilities in the State has been un- 
dertaken. We have not confined our investiga- 
tion to tuberculosis institutions, since we are 
fully confident that we shall never be able to 
provide hospitaliation facilities in the less 
densely populated areas by the establishment 
of specialized institutions. This study is by no 
means complete, but certain of its preliminary 
findings are worthy of mention here. For in- 
stance, we have cause for rather serious alarm 
relative to the distribution of physicians in the 
State. We have classified this distribution in 
six groups, the first of which is the distribution 
as it oceurs in counties with towns of 20,000 
population or more and the last being counties 
with towns of less than 3,000. 

In the first group we find in 1927 that the 
mean age of physicians was 45.4 years and that 
the ratio of population to physicians is as 525 to 
1. In the last group, namely the strictly rural 
counties, the mean age of physicians is 53.2, and 
the ratio of population per physician is as 1,204 
to 1. In the first group during the ten years 
from 1917 to 1927 the mean age of physicians 
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has risen only 3.6 years and the ratio of popula- 
tion per physician has risen only 18. In the 
rural group of counties, however, we find that 
in ten years’ time, the mean age of physicians 
has risen exactly 8 years and the number of per- 
sons per physician has increased by 404. 

Another indication of the study is that as the 
number of persons per hospital bed increases 
so also increases the number of persons per phy- 
sician and the mean age of physicians, Thus in 
urban groups of counties there is one hospital 
bed for each 128 persons, as compared to the ru- 
ral group of counties in which there is one hos- 
pital bed to 4,178 persons. It would appear, 
therefore, that we have a problem more funda- 
mental and far-reaching than any problem con- 
cerned with tuberculosis control alone, that we 
have essentially the danger of being left entirely 
without medical service for a large fraction of 
our rural population. 

While it is yet too early to indicate the hos- 
pitalization policy that will be presented to the 
next Legislature, we are strongly inclined to 
believe it must be based on a comprehensive pro- 
gram that will deal with the provision for hos- 
pitalization facilities not only for the 10% or 
less of the mortality for which tuberculosis is 
responsible, but with the whole institutional 
aspect of medical service. It would appear that 
the State should probably co-operate with local 
governments in the establishment and mainte- 
nance of institutions that will provide the tools 
by which a competent practitioner of medicine 
may render his patient that measure of service 
which he has been taught is the right of his pa- 
tient to expect. Such institutions, however, 
should not be under direct governmental con- 
trol but under administrative boards which are 
organized on principles that have been proven 
in practice. It should be emphasized that the 
views here expressed are purely tentative and 
sre subject to such revision as further study of 
our situation may indicate. 

It ‘s realized that in the scope of this brief 
discussion we cannot present any program in 
detail. Attention should, however, be called to 
the fact that a balanced program of control will 
include the reporting of tuberculosis, a field 
nursing service, a diagnostic clinic service, and 
hospitalization for a certain fraction of the ac- 
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tive cases. In the appraisal schedule for city 
health work, case reporting, field nursing serv- 
ice, and diagnostic clinic service are given a rel- 
ative value of 60% in the items mentioned under 
tuberculosis control. Hospitalization, open-air 
class rooms, preventoria and day camps are 
given a total of forty per cent (40%), twenty- 
five per cent. (25%) being devoted to hospitali- 
zation per se. This is but added emphasis to 
the necessity of constructing a balanced program 
inclusive of all elements in control practice. 
While the control program of Tennessee is yet 
in a formative stage, it is from this point of 
view we are attempting its development. 
DISCUSSION 

Dr. Emmet Keating, Chicago: I want to both con- 
gratulate and sympathize with Dr. Bishop. 

I want to congratulate him because he is in a place 
where he will be a pioneer. The road of the pioneer 
is always difficult and requires stability of character 
and wisdom far beyond those who follow. 

I had a patient who is now teaching school in Ten- 
nessee. The other day I had a letter from her in 
which she told me that the physical director of this 
school assembled the applicants for membership in 
the basketball team, had them strip to the waist and 
the doctor examined them, The next day the board 
of education called this physical director before them 
and informed her that they could not do that in Ten- 
nessee. 

Ever since that famous trial on fundamentalism in 
Tennessee I have had a good deal of fun with Dr. 
Olin West, our great general manager of the American 
Medical Association, about his coming from Tennessee. 
So I mailed the teacher’s letter to Dr. West. Dr. West 
answered something like this: “Dear Dr. Keating: I 
have taken a great deal of interest in Miss Blank’s 
letter, but Miss Blank, like so many other people, 
makes the mistake of coming into Tennessee and meas- 
uring Tennesseeans by the yardstick of Chicago and 
Boston.” 

Now I admire Dr. West’s staunch patriotism for 
Tennessee, but it gave me this thought, that if Ten- 
nessee is to progress it must measure with the yard- 
stick of Chicago and Boston. 

I was very well pleased with Dr. Bishop’s continued 
reiteration of the policy of sending patients to the 
family doctor, One of the greatest works that the 
health departments of any state or any city can accom- 
plish, is to persistently tell the people to go to the 
family doctor, and to minimize, “If he can’t take care 
of you we will.” Then they will have the friendship 
of the family doctor, they will get farther with their 
program, they will be doing their public the greatest 
service. ; 

There are many things on both sides that are irri- 
tating. I have been engaged in doing things for the 
Chicago Medical Society for a good many years, and 
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I know how difficult it is to move the family doctor, 
It is hard to get him to do things that we think he 
ought to be doing, but we should not forget that he 
is doing many, many things that we do not know, that 
are of great value. We do not hear of them. So 
let us be very, very careful and very charitable in our 
criticism of what seems to be the shortcomings of the 
family doctor. 

There is one thing I try to tell them, that the health 
departments do for them, and that is, “They can ad- 
vertise what you have to sell, without any criticism 
on the part of the public because what they do is not 
charged for, personally, and if you will try to coop- 
erate with your health department, you will get along 
fine.” 

So I wish to extend to Dr. Bishop our best wishes 
that he keep on in the line that he has indicated in 
his paper and that he try to get the public in Tennes- 
see to have the same yardstick, so far as health and 
so far as physical.examination is concerned, as we 
have in Chicago and Boston. 

Dr. Benjamin Goldberg, Chicago: Dr. Bishop has 
covered in his paper those things that are of greatest 
interest in tuberculosis work at the present time. The 
doctor comes, as he states, to a State in which the 
tuberculosis activities are highly developed. Perhaps 
this high development in tuberculosis work does not 
exist in all communities throughout the entire State, 
but those communities which have taken advantage of 
the most liberal law in tuberculosis work that has ever 
been passed, have benefited and made progress. The 
law I refer to is the Glackin Act in the State of IIli- 
nois, 

The Glackin Act empowers any community, city or 
county in the State of Illinois to place on a little bal- 
lot in that community, the proposition as to whether 
that community may assess a special tax, the proceeds 
from said tax to be used in the prevention and cure 
of tuberculosis, 

In Chicago, we have taken advantage of this en- 
abling legislation. We work under the provisions of 
the Glackin Act, and it will take but a minimum 
amount of time to go into the activities of the Munici- 
pal Tuberculosis Sanitarium, the official tubercu!osis 
organization of this city, which incidentally, is ac- 
cepted as a standard for tuberculosis work throughout 
the country. We have done some pioneer work and 
in recognition of that work, receive inquiries every 
day from different institutions and individuals inter- 
ested in tuberculosis work throughout the United 
States and abroad. 

Dr. Bishop mentions the question of the “open case.” 
The State law in Illinois is the most definite law in 
this country regarding the open case. The law reads 
that “no child under the age of sixteen years shall live 
in the same house, apartment or other place of abode 
or habitation occupied by a person suffering from 
active or open pulmonary tuberculosis.” In the City 
of Chicago, that law is absolutely enforced; as soon 
as it is determined that the individual has an active 
tuberculosis, or as soon as his sputum is found to be 
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positive, all children under the age of sixteen years 
must leave that home, or if this is not done, the indi- 
vidual who has active disease is removed, willingly if 
possible, or if necessary, by force. In the past year, 
contact between the open case and the child was 
broken in 942 cases, and as a result of this procedure, 
2,154 children were moved from further exposure to 
infection. 

Concerning the field work, Dr. Bishop has gone in 
the proper direction. We will never, in this country 
or anywhere else, have sufficient beds to treat cases 
of tuberculosis in a sanitarium. This means that the 
major problem of treating the tuberculous patient 
has to do with the problem of treatment of such 
patients in the home. In the City of Chicago and its 
environs today we have only approximately 2,400 beds 
for the treatment of pulmonary tuberculosis. We have 
in the neighborhood of 20,000 cases of pulmonary tuber- 
culosis. How can we possibly attempt to treat these 
20,000 patients in 2,400 beds. The problem must revert 
to the home, and the physician must be educated as 
to the handling of the tuberculous patient in the home. 
In the City of Chicago during the past year we have 
carried on very intensive campaigns as to home treat- 
ment of tuberculosis, and we feel that these campaigns 
are producing results. 

Our campaign does not rest on the old idea that the 
public must be educated as to what the symptoms 
of tuberculosis are; our campaign, on the contrary, 
rests on the proposition that the physician and the 
medical student, the physician of the future, must be 
educated to the fact that tuberculosis must be diag- 
nosed in its early stages. The suspicion of tubercu- 
losis, if tuberculosis is not present, must be removed, 
and the case must be definitely diagnosed if tubercu- 
losis, so that treatment may be instituted and the 
patient kept under supervision as far as possible dur- 
ing the entire period of his illness. At our institution 
during the past year we have instituted extensive 
changes as far as teaching is concerned. We have 
converted our entire organization into a vast teaching 
organization. At the Sanitarium proper, we instruct 
all the senior medical students of the four Class A 
medical schools of Chicago, on the subject of tuber- 
culosis. We give them an intensive course in diag- 
nois, so that when they leave the Sanitarium they 
have a very definite concept as to what tuberculosis 
is, and how it is to be managed. 

We have furthermore gone into the field; taken the 
course of instruction to our dispensaries, and in the 
past three months have taught 110 practicing physi- 
cians to become specialists in tuberculosis. 

We, with our staff, even though it is large, and even 
though we examine several hundred thousand patients 
each year, could never cover the entire problem of 
field work in tuberculosis. We feel that the family 
physician, as the doctor states, is the last resort in 
tuberculosis work; is the bulwark of protection for 
the community. We feel then that in going cut and 
teaching the diagnosis of tuberculosis to these 110 
physicians that we are doing good work, both on be- 
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half of the community and on behalf of progressive 
medicine. We do not give a cursory course to these 
physicians in the fleld. We take every one of our 
facilities to them; we take our laboratory; our bac- 
teriological exhibits and our pathological exhibits, 
right into the community in which they practice, to 
their doorsteps, as it were. We send our best lectur- 
ers to teach the physicians the various phases of tuber- 
culosis work. We have these physicians come into 
our dispensaries and keep them there for two or 
three months until they are capable of thoroughly ex- 
amining a chest and until they are confident of the 
accuracy of their findings. 

We feel that this new teaching experiment already 
by its success justifies itself, and we feel that in the 
future we will be, as a result, in much better position 
to cope with our field tuberculosis problems. 

Dr. Bishop (closing discussion): I have very little 
to add, except to say that we have a rather inquiring 
turn of mind in Tennessee and in some of the other 
southern states, certain indications to the contrary not- 
withstanding. 

It may be we have looked over your yardstick and 
have taken those things which we believe to be of 
value and left those things which are not applicable 
to our particular situation. 

“It may be that you have not looked over our yard- 

stick as carefully as you might, despite the fact that 
a great many officers from other sections of the coun- 
try are coming South. The provincial health officer 
of New Brunswick and his chief deputy arrive today. 
Dr. Edsal, dean of the Harvard Medical School, and 
Dr. George H. Bigelow, the commissioner of health 
for the state of Massachusetts, also the state health 
officer of New York state, Dr. Mathias Nichol, have 
come to our section. 

I think this is an indication that we are dissatisfied 
with our yardstick in the South and that we are look- 
ing for ways and mens of improving that yardstick. 

I am proud to say I am a native Tennesseean, I am 
proud of the state, and proud of its progress. You 
may see certain surface indications that things may 
not be as well off in Tennessee as in Chicago, for ex- 
ample, but I have never seen a situation such as that 
referred to by one of the discussors. We are con- 
stantly inspecting school children and stripping school 
children and adults to the waist, and examining them 
as they need to be examined. 

Just one other thought with reference to hospitals. 
I am glad to find that our attitude is not so pioneer 
as it is thought or may appear to be, because as Dr. 
Keating says, the way of the pioneer is hard. I real- 
ize that when we took the community as the point of 
attack, rather than building hospitals as the initial 
development, we reversed the usual procedure but hos- 
pitals constitute the capstone and not the foundation 
of a tuberculosis control program. 

I am glad to hear from one of the other discussors 
that our view that hospitals will never of themselves 
solve the tuberculosis problem is after all not a pio- 
neer point of view. 
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SPINAL CORD EDUCATION 
Martin H. Fiscuer, M. D. 


University of Cincinnati 
CINCINNATI, OHIO 
I, 

We are all of us inclined to look at the prob- 
lems about us with the myopia created by the 
daily job. Hence my excuse for looking at the 
dogmas of our modern education with the eyes 
of a biologist or, if you will, of a physiologist. 

When young I, too, felt that my mind was 
not merely the handmaiden but the whole works 
which did control my daily life. More of this 
anon, but I confess at once to the shock which 
came to me when William James stated—I re- 
mind you that it was in his talks to teachers— 
that ninety per cent. of the day’s activities lie 
entirely in the subconscious. 

Let me, for purposes of my own, translate 
that into somewhat different terms. It means, 
flatly expressed, that we could decapitate the 
human race just a little above the level of the 
collar button and not lose much of the totality 
of its existence. We must, of course, go a lit- 
tle above the collar button in order to preserve 
the centers for breathing and swallowing, but 
with those in order, life is fairly complete. Put 
yet another way, the human existence looked 
at in the bulk is a life of reflexes, of instincts 
and behaviors—a life of sensations and “feel- 
ings,” a life of little more than “loves” and 
“hatreds.” 

All that expresses the life of such an in- 
dividual is equally simple. The received stimu- 
Jus is answered with the immediateness which 
characterizes all reflex activity; if the stimulus 
is obscure, the immediateness of response re- 
mains unaltered though we may now gush over 
the marvels of a heaven-sent instinct. And if 
we succeed in goading such mechanisms to tears 
in Red Cross drives or frenzy in Liberty Loan 
campaigns, large satisfaction may settle upon 
our “educators,” our “educated” and the “civil- 
ized.” 

The reason I state the situation thus dog- 
matically is because it seems to me that too 
much of the present day purpose and design 
in education (in pre-school, primary and second- 
ary school, yes, even in high school and college) 
aims at no training of any faculty resident above 
these spinal cord centers. The measurement of 
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muscle strength, God-given or developed, of re- 
flex time ditto, or of “behaviors” also ditto, does 
not yet carry us into psychological realms which 
involve any cranial structure. What difference 
that spinach may be stuffed into such spinal ani- 
mals and without vomiting, by side-tracking this 
normal reflex through bell tinkling, a promise 
of sweets or a bedtime story? What boots it 
“education” that behavior “patterns” may be 
pulled out longitudinally or transversely? It 
only puts the minor and major sucklings of the 
human race in the select company of trained 
monkeys, dogs and other pets. These, too, may 
be house trained and by identical “methods” of 
education. Some believe in the rod for the es- 
tablishment of “good” behavior patterns and 
some do not. The point is that all pets are 
trainable—some with a switch and some with 
sugar candy. The net result, however, still re- 
mains something meager. More power, speedier, 
reflexes and sharper insistence upon the “right” 
of the individual to his reflexes only make an 
otherwise tolerable child intolerable—into what 
a woman of tender heart used to call “small 
monsters.” 

When a modern “educator” is asked why such 
programs have even been thought of, his answer 
runs invariably that only by such let-alone meth- 
ods do we succeed in preserving the child’s “in- 
dividuality.” Why the haphazard movements 
of young animals have ever been seen to possess 
sufficient individuality to interest anyone but 
the parents I have never been able to discover, 
but this is the argument which is invariably 
trotted out in answer to any old-fashioned scheme 
of “training.” Training teaches inhibition and 
to have a word for this subject in a day when 
the John Held girl has driven the Charles Dana 
Gibson maiden to cover is bold indeed. In- 
hibition “kills” something. When it does not 
kill, it twists things. That, too, is bad, for it 
calls for psycho-analysis. 

Let me not be thought to be trifling with a 
serious subject. The contributions of Freud and 
of many of his successors are monumental and 
I am not quarreling with them. But it is the 
followers of Buddha who corrupt the texts so 
that a new Buddha becomes periodically neces- 
sary. And what Frued taught as principle, his 
educational followers too largely teach as propa- 
ganda. 

“What is psycho-analysis?” asked one such of 
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my experienced friend some years ago. 

“Well,” came the answer, “it’s like a garbage 
can. You dump out the contents and carefully 
put the apple cores in one heap, the cigar stumps 
in a second, the lemon rinds in a third and so 
on until everything is sorted.” 

“And what then?” asked the interrogator. 

“Then you still have garbage.” 

This tale illuminates a facet which the pro- 
fessional educators too largely miss, what is 
going to be the final value of what is being edu- 
cated? Really worth-while material psycho- 
analyzes itself as life progresses and in this 
fashion keeps itself cured. If bad examples of 
the antique do get into the mental house fur- 
nishings, a little more view of the living world 
displaces them by better pieces. 

So far as I can see, it is the first function of 
the condensed nerve substance which has resi- 
dence above the neck to do the very thing that 
is so despised—inhibit the vagrant, uncontrolled 
and, cosmically considered, purposeless reactions 
of the centers lower down. There is assuredly 
no need in this already overcrowded world for 
increase in that purely spinal type of individual 
who votes every party ticket straight. 

Inhibition becomes in consequence a first con- 
stituent of character. I know that it is not a 
primary function of the school to inculcate char- 
acter, so why stress it? Only because an older 
generation accepted it as a constant in the edu- 
cated man and because a new time gives it cheap 
rating. Honor in a soldier, cleanliness in a 
doctor, moral courage in a preacher are similar 
attributes not taught in the professions but ac- 
cepted as there. Insistence upon their place in 
an educational program comes only when they 
are missing. 

Inhibition slows the reflex or instinctive re- 
sponse. With it goes, in consequence, a psychic 
attribute which we may call deliberation. There 
may now exist also, consciousness. If the de- 
liberation is serious, it constitutes reason. If 
of several possible expressions one is taken, it 
constitutes choice. If this is acted upon, it 
means will; and if the subject deliberately fol- 
lows the one choice in preference to another or 
several others, his will is, in this proportion, 
“free.” 

It would not he necessary to restate such 
primer facts in physiology if the modern “psy- 
chologically trained” educator or educatoress any 
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longer kept in mind that the training of these 
cerebral faculties is the real purpose of teaching, 
or did not, what is worse, decry the old stand- 
ards of discipline, long suffering and vague 
knowledge at least of what we are after and 
where we are heading. 

The children who sit before us even into the 
“university” years are restive under work de- 
mands, restive under any scheme of self-con- 
trol and the new educator and the parents, of 
course, instead of laying down the biological 
law to them join in the general hunt for a 
new pain killer and a new jujube. Even the nit 
wits know that a tennis set cannot be won by 
watching the movies or a race by listening in 
on the radio. And yet similar trifling is counted 
upon to develop “brains.” Muscular develop- 
ment comes by using the muscles. Can brain 
development come over any other course? 

An old saying has it that “no master ever 
fell ready-made out of heaven.” Obviously the 
master did something about it himself. Our 
moderns start from an opposite side. The new- 
born hope is full of the right or the wrong 
kind of genes or chromosomes all rarin’ to go 
in {their foreordained behavior patterns and 
woe to a world that does not know how to step 
aside. But do the masters come that way? And 
if so, why have teachers? 

If a distinction is to be made between men 
and monkeys, it is largely measurable by the 
quantity of the subconscious which a higher or- 
der of being makes conscious. That man really 
lives who brings the greatest fraction of his 
daily experience into the realm of the conscious. 
It is only upon such foundation that “thinking” 
becomes possible and all those actions which 
make for the better as opposed to the meaner 
man or, collectively the better or the meaner 
“civilization.” Only to this end do we need 
brains and it is only upon their quality that the 
planes of society and the orders of the civiliza- 
tions become finally established. 

Where in the school curriculum do our modern 
“psychologically” versed educators today place 
training in straight and correct observation? 
Such observation comes over the route of the 
five, or six, senses. Athletic coaches in our 
universities have, of course, long known how to 
train the sixth sense of icemen to the high de- 
grees of football but where have been the squad 
captains of the eyes, the hands or the ears? And 
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who now goes to a university seeking such train- 
ing? 

Sense perceptions brought into the realm of 
the conscious may be allowed to die there or they 
may be shuffled about to differentiate the true 
from the untrue. Men who do this are men 
of reason. If, from the shuffled evidence, con- 
trol is taken over the nature of the response, a 
man of will appears. If now he has the courage 
to live his decision and his decision be not of- 
fensive to a Main Street majority, a good man 
emerges; but if his decision leaves him with 
the minority or drives him to eat his own heart, 
then the great man is before us. 

Why, indeed, so long a dissertation upon the 
obvious? I write it because so much of present 
day education procedes in a directly opposite 
fashion. 

I hardly know a father or mother who will 
permit a child to start school when it so wishes. 
But school is (or should be) the better gym- 
nasium for the budding faculties. And such 
gymnasia do not produce brain fever even in 
the very young. The complaint is eternal that 
the tasks laid upon the children’s shoulders by 
intelligent teachers are too heavy. Let it be 
noted that strong men do not spring from wheel 
chairs or men of mental fibre develop out of 
trust funds, 

It is the function of us teachers, we are told, 
to “interest” the pupil—whether of short pants 
or long—and while thus off guard stuff the 
bitter poison of education into its head. Every 
week brings a parent to ask why we do not 
teach his boy. The answer is simple. We can- 
not. Schools furnish apparatus—the pupil must 
teach himself. 

I admit that the apparatus is fitted with too 
many safety appliances and that there are about 
altogether too many “safety first” and “watch 
your step” signs. They are a parcel of what 
I think the most striking change that has come 
over the world in my day, a piece of the ever- 
increasing ration of digestible and predigested 
material fed the human organism—physically, 
intellectually, morally. The process ruins hogs 
which along with slop need roughage. 

Why, indeed, has the digestive tract died in 
so many humans? A large section of the answer 
may be found in the bolted wheat out of Min- 
neapolis, the sugar out of New Orleans and the 
hokum out of Battle Creek. May weak knees 
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be expected to stiffen in student cars, weak in- 
tellects upon tales of Santa Claus or weak char- 
acters through “get togethers” in bone dry Y. M. 
C. A.s? Today’s “education” too largely thinks 
so. Need I call attention to the preponderant 
fraction of literary, scientific and religious sum- 
maries, conclusions, reviews and digests fed the 
student mind? Mentally we are a pap-fed pop- 
ulation and no unpeptonized problem may today 
be thrown at the average “educated” man and 
not choke him. 

How to change the situation and that through 
the instrument of school instruction is by no 
means simple and yet the business of fitting 
God-given material to meet the problems of a 
going world is the purpose of all education. That 
school fails which keeps not clearly in mind that 
it is a laboratory—an institution, in brief, in 
which the problems of life may be set up in ex- 
perimental manner and the pupils be so trained 
in observation, reason, history, courage and ac- 
tion that they are ready to meet and conquer 
the similar situation when the world presents 
it outside. The trouble is that the pupil be- 
lieves the school situation to be a fake and, 
like a test ‘tube experiment likely to fail in in- 
dustrial practice. How a teacher may convince 
his charges that the experiment and life in the 
outer world are really one is not easily answered. 
His success becomes a measure, it seems to me, 
of the intelligence of the pupils—the dull are 
never convinced until after school as only in- 
telligent mean learn by the experience of others. 

Out of the situation springs the heavy argu- 
ment that a month in the business of doing is 
worth a year in school. I confess to much sym- 
pathy with the view. Wherefore my confidence 
still that some children are better taught out of 
school by mothers and older children than in 
school by the dummy products of high pressure 
colleges of education; and wherefore my sus- 
pension of judgment regarding the solely malig- 
nant effects of child labor, of apprenticeships and 
of that practical training which life itself gives. 
Whenever the harried plants produced in such 
atmospheres crowd the hot house products of 
kindergartens, manual training schools, colleges 
and universities, investigation into the business 
of formal education is not out of order. 

Learning how comes by doing and in no other 
way; and the process, be it noted, is not pleas- 
urable. An English physiologist showed, some 
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years ago, that thinking is associated with the 
same kind of bodily reactions which accompany 
pain. To which fact I always add the axiomatic 
corollary that a modern student is not given 
to hurting himself very much. But laws in 
nature will not change themselves to suit our 
pleasure. Mark Twain once wrote a college 
orator who felt the urge to lecture that lecture 
bureaus paid no salaries to any who had not 
served a bitter and financially meager apprentice- 
ship. Let those who do not believe this educa- 
tional wisdom try the different path. 

The time seems ripe for some common sense 
teacher to rake up again the old saws by which 
a bygone generation was tortured. “Boys, be am- 
bitious”; “be courageous”; “let conscience guide 
you.” There need to be unpacked again those 
family gems which radiated about duty, work, 
self-mastery, honor and silence. The man 
trained to poise and so to good manners did, too 
truly, “go out with the livery stable.” Some 
kind of a counterweight seems needed for flap- 
ping and flopping, for boredness, spinelessness, 
headlessness, heedlessness and helplessness and 
for temper and self-expressiveness which is much 
self and too little expressive of anything not 
commonplace. Education seems ready for a new 
messiah, one not so smart but sound. Let me 
not be unsympathetic with the new in science 
—accepting for the moment that modern peda- 
gogy is a piece of it—but the modern decorators 
of the temples of learning should know what 
foundations they build upon, if any. 


II. 


Each in this world is after something. The 
masters in education must therefore hang prizes 
before the eyes of a student world as do the 
propagandists of other causes. What the ex- 
ponent. of modern education holds up would 
have looked tawdry to an older generation of 
teachers. Its ideal is something which may be 
had without struggle and. without pain, which 
comes undesired and which is fed to the point 
of surfeit. From toys bought but never made, 
from pictures printed but never seen, from books 
reviewed but never read to reflex satisfactions 
obtained but never earned, the whole educational 
personnel seems bent upon a single quest, that 
of discovering what young animals want in order 
that they may satisfy this want. Were it not 
so then why so much insistence upon the fixity 
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of the child’s inheritances and its right to their 
gratification just because it has them? It is 
the philosophy by which we today excuse pilfer- 
ing, arson, grand larceny, homicide and muraer. 
To have the instinct for these things is to be 
justified in satisfying them. Where are the 
voices in education today which chant any other 
aspect of the code of sportsmanship, the Golden 
Rule or the Kantian moral law? 

Even in the realms of higher education the 
rewards of the educatory apprenticeship are not 
listed in any violently different terms. The pro- 
fessional schools quite openly promise “success.” 
If we are obscure as to the meaning of the word, 
we need but ask the students. The majority 
read for inspiration—they publish the fact in 
answers to open questionnaires—the biographies 
which the monthly list of “success,” “business” 
and “personality” magazines bring them. Even 
official university publications find it hard to 
justify the alma mater’s existence in terms which 
get beyond an assurance that education “pays.” 
And the pay is in the hard coin of the realm. 
When a covey of millions was recently netted 
by an institution of higher learning, the divisions 
of chemistry, physics, biology, medicine, eco- 


nomics, commerce, geography and the foreign 
languages each pointed out how these millions 
spent in their particular departments would ben- 


efit the cosmic plan. There was no quiver in 
their apologies. Made composite, they assured 
a reading world that cold storage products could 
be studied thermochemically, that they were not 
entirely unfit for food and that if sold into little 
known geographic districts they might be made 
to yield a higher price, with credits guaranteed, 
provided the local sales force had first managed 
a pidgin knowledge of the language of the dis- 
trict. In short, more profits were to be made! 
Perhaps the reader was to supply the corollary 
that iced fowl would increase the units of human 
happiness in the backward districts. 

In the last analysis what can either “success” 
or its measure in any quantity of international 
gold standard units yield even adults which is 
at all different from what the primary school 
educators have promised their charges? Does 
the surfeited organism wish more than three 
meals, two houses and one bed? 

There must be another factor in what edu- 
cation yields else why so much of disappointment 
in life for those who have made the grade too 
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successfully? The real profit of education is 
evidently something beyond the ponderable and 
the external. Perhaps it is something gained in- 
ternally but who today is teaching that? To 
know not the price but the value of things; to 
know not the ordinary but the extraordinary 
man; to find happiness, as Descartes put it long 
ago, not in the continuous satisfaction but in 
the limitation of desire. What profit in speedier 
machines, more electric bulbs, more health and 
longer life save for him who knows what space 
and light and time mean for a soul? 

In the end even the common man knows these 
truths—at least while young. There were times 
in history and there are individuals among us 
today who slay or are slain for a land parcel, 
for a cow or a shekel. But a nation can no 
longer be roused to war for such an end. While 
bankers and pawn brokers may still start them 
only boys finish wars and they die not for in- 
terest coupons but in sacrifice and for romance, 
honor, glory and the triumph of right. If edu- 
cation played a part in the making of the great 
of history or of our time, then what are the 
fruits they have brought us which make us 
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cherish the tree? As far as I know, none ever 
gave a weighable thing. Luther and Savanarola, 
Kepler and Galileo, da Vinci and Donatello, 
Shakespeare and Dante, Newton and Herschel, 
Lamarck and Darwin never shook a stock mar- 
ket but they have rattled the teeth of all the 
dwellers in Main Street, Tennessee and the states 
of Europe and their political and religious as- 
signs forever. 

Some years ago a sparsely populated and arid 
West needed some spiritual counselors. A bishop 
asked the new generation for volunteers empha- 
sizing the values of an assured income, a climate 
good for the victims of weak lungs, and resi- 
dence in a region where the development curve 
was mounting steadily. He got none. His suc- 
cessor described a place where an income could 
not buy anything, where the soft panted for 
breath, where loneliness was of the order of the 
day and where men and cattle died of thirst. 
He got six. Where have gone such older spirits 
in education who knew and taught boldly that 
school is an apprenticeship and a hard one for 
a life harder still and that prayer is necessary 
not to escape its burdens but for strength the 
better to carry them? 





IMPERATIVE RESECTION OF AN AB- 
NORMALLY DEFLECTED STYLOID 
PROCESS, UNCOVERED BY 
TONSILLECTOMY 
L. P. Piper, M. D. 

CHICAGO 

It is not uncommon to note the styloid process 
in contact with the floor of the tonsillar sinus 





after tonsillectomy; but it is rare to find a 
process, deflected inward and _ protruding 
through, but under the sheath of the superior 
constrictor of the pharynx and interfering with 
tongue movement. Failing to find anything in 
the literature about this rare occurrence 
prompted me to make this report. In more 
than three thousand tonsillectomies, it is the 
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Fig. 1. A. Showing view of styloid before being resected. B. Portion of resected styloid. 
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first time that I have encountered this condition. 

Report of case: 

Mrs. M , aged forty-two years, pre- 
sented herself at hospital for tonsillectomy. 
Her tonsils were hypertrophic, with large crypts 
containing cheesy debris and protruding well to- 
ward the median line of the fauces. 

Under local anesthesia the tonsils were re- 
moved by snare after separation of the plica 
attachments to pillars. Pursuing the routine in- 
spection of tonsillar sinuses with pillar retractor, 
I observed on the right that the styloid process 
was curved inward, covered only by the sheath 
of the superior constrictor of the pharynx. The 
tip of the process was in contact with the side 
of the tongue, about one inch protruding through 
the muscle. The patient was told to move the 
tongue and this prompted her to complain of 
something pressing on her tongue. It was very 
apparent that the styloid process could not be 
left in this position, because of the discomfort 
to tongue movements. 

A button hole was made over the tip of the 
process and the muscle pushed outward. With 
a heavy curved bone forceps the process was am- 
putated as high as possible. An uneventful re- 
covery took place. It might be of interest to 
mention that the enlarged tonsil acted as a cush- 
ion between the tip of the process and the 


tongue. 
1180 East 63rd Street. 





THE RELIABILITY OF THE SCHICK 
TEST AND THE DURATION OF 
NATURAL AND ARTIFICIAL IM- 

MUNITY IN DIPHHERIA* 


C. A. Eartz, M.D. 
DES PLAINES, ILL. 


It is now 45 years since the discovery of the 
specific cause of diphtheria; 36 years since 
Behring first made antitoxin; 21 years since 
Theobald Smith suggested the advisability of 
immunizing human kind by toxin antitoxin in- 
jections and 15 years since Behring announced 
human immunization by means of T. A. injec- 
tions. 

Based as this last procedure was on the sound- 
est experimental evidence and effective as it has 


*Address before the Chicago Medical Society, May, 1928. 
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been from the beginning, the profession have 
been dilatory in taking advantage of it. 

No one today questions the use of antitoxin 
in the treatment of diphtheria. The results of 
the test tube and animal experimentation were 
quickly seized upon by those clinicians who were 
alert enough to appreciate what the laboratory 
had done. 

However many hesitated to use it. Many 
years after the introduction of antitoxin I heard 
a prominent medical college teacher ask whether 
antitoxin had really come to stay. The clouds 
of disbelief in the efficacy of T. A. injections for 
active immunization against diphtheria still lin- 
ger in the horizon of many medical men. It is 
not so long ago, in my enthusiasm, I suggested 
to a couple of prominent medical men in this 
city the advisability of immunizing their grand- 
children against this disease. After consulting 
one of the high priests of Pediatrics they de- 
clined. However, it was my pleasure later to 
immunize one of the families. The immediate 
and almost spectacular effect of antitoxin in 
diphtheria gradually resulted in its general use. 
Not so with use of T. A. mixtures in immuniza- 
tion, for the resulting immunity is slow in devel- 
oping. It takes 3, 4, or 5 months before the 
maximum effect is reached. 

It naturally follows that months and years 
must elapse before we could say with certainty 
that the resulting immunity is lasting. Since it 
is only 15 years since Park began to use T. A. 
mixtures, that is, at present, the longest period 
that immunity can clinically be shown to have 
lasted. As susceptibility to diphtheria progress- 
ively diminishes each year after the second year 
of a child’s life, it is not unreasonable to assume 
that if a child 10 years old is immune he will 
probably always be immune. However, many do 
not believe this. It is this uncertainty of the 
duration of the artificially induced immunity 
that still makes some of us hesitate to recom- 
mend T. A. mixtures. Some say, “If the im- 
munity is of short duration why bother with it 
at all?” Another word of warning has received 
increasing support lately. I refer to the.danger 
of sensitizing the child to horse serum. I have 
records of 19 children who received 5,000 to 
20,000 units of antitoxin without unpleasant 
results after getting 3 T. A. injections. 

If the toxoids and anatoxins prove to be as 
effective as the T. A. mixtures this danger will 
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be obviated. Before addressing myself to the 
main part of my subject, viz., the duration of 
immunity I desire to state that, to me, even 
before Behring used T. A. injections the evi- 
dence was overwhelming that such mixtures 
would in all probability immunize human kind 
and that such immunity would probably be 
lasting. 

It has often happened that “coming events 
cast their shadows before,” that circumstantial 
evidence is as convincing as actual evidence. The 
mathematician Leverrier told the astronomers if 
they pointed their telescopes to a certain point 
in the heavens they would find a new planet. 
They found it as predicted. 

To that wonder worker, Theobald Smith, more 
than any one else, is due the honor of writing 
the most important chapter in the romance of 
diphtheria prevention. Smith’s experimental 
work was done on the guinea pig. It should be 
known that diphtheria in the guinea pig squares 
exactly with diphtheria in the child. In fact, 
the guinea pig is the yard stick, the measuring 
unit of the strength of diphtheria toxin. With- 
out the guinea pig we could not treat diphtheria 
intelligently today. Laboratory workers the 
world over had noticed that the resistance to 
toxin of the guinea pigs used in the laboratory 
tests varied. In other words, they acquired im- 
munity. To others this was simply an observa- 
tion, to Smith it was a problem for solution. 
In violence to the dictum of Behring, Smith 
showed that the acquired immunity was due to 
the injection of slightly toxic mixtures of toxin 
and antitoxin. As early as 1907 he reported 
that this immunity had persisted for two years. 
At this time he made that memorable suggestion 
that human kind might thus be immunized. His 
suggestion was unnoticed. In 1909 he again 
suggested that children might be immunized by 
such mixtures. But the prophetic finger of this 
medical Leverrier was unheeded until four years 
iater, Behring announced successful human im- 
munization by means of mixtures of toxin and 
antitoxin. Behring christened the child of 
Smith’s fertile brain “T. A.” mixtures. 

The guinea pig is much more susceptible to 
the diphtheria toxin than a child is. Smith 
showed conclusively that the immunity induced 
in the guinea pig by such T. A. injection is 
active and hence probably permanent. To add to 
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the above evidence it should be noted that Park 
had used such injections in the horse to speed 
up the formation of antitoxin in that animal. 
While experience shows that 3 T. A. injections 
fail to completely protect 10 to 15 per cent. as 
far as I know no child has ever died of diph- 
theria 4 or 5 or 6 months after receiving 3 T. A. 
injections. Park writes me that he has not 
heard of a death under such conditions. 

I can not escape the conviction that the failure 
to appreciate and evaluate Smith’s experimental 
work has been a serious handicap in the fight 
against this disease. 

The observations and conclusions in this paper 
are drawn from a study of over 13,000 Schick 
tests and about 5,000 T. A. injections done dur- 
ing the past 10 years in an orphanage number- 
ing 1,000 to 1,200 children 4 to 15 years of age. 

I regret that I have not preserved complete 
records of diphtheria occurring before we began 
this preventive work. I do recall that at one 
period cases were entering the infirmary every 
day and it was stopped only after all children 
were given 1,000 units of antitoxin. During 
this period I did 9 tracheotomies, 4 of these pa- 
tients died. During the year 1917 we had 85 
cases with 7 deaths. Early in 1918 at the sug- 
gestion of Dr. Tonney I gave every child 1, 2. 
or 3 doses of T. A. We have had but one death 
since—a period of about 10 years. In no way 
can this death be charged to us. R. B., 5 years 
old, was admitted with her 2 sisters to our school 
October 25, 1927. Two days later she was sent 
to the infirmary with clinical diphtheria. She 
was given 20,000 units at once and removed to 
the County Hospital, where she was given 30,000 
units more. This did not save her. She never 
had been tested nor had she received T. A. injec- 
tions. Her 2 sisters were found to be Schick 
negative and did not get the disease. 

During all of this period of 10 years more 
or less systematic testing and retesting has been 
done, not only of the positive reactors but the 
negative as well. 

In this way it has been possible to observe the 
persistence of the positive or negative Schick test 
in the individual child and by correlating the 
incidence of diphtheria with the immunity 
status of the child as determined by an ante- 
cedent Schick test we have been able to evaluate 
the reliability of the Schick test as an evidence 
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of immunity or susceptibility to an attack of 
diphtheria. 

Apparently many believe that immunity is a 
condition of the hour. That a child may be 
Schick negative today and next week or next 
month Schick positive and so on. A study of 
the test in 2,163 children does not confirm this 
assumption as the following table shows: 


822 children gave 2consecutive negative Schick tests. 

309 children gave 3 consecutive negative Schick tests. 

288 children gave 4 consecutive negative Schick tests. 

367 children gave 5 consecutive negative Schick tests. 

194 children gave 6 consecutive negative Schick tests. 

84 children gave 7 consecutive negative Schick tests. 

16 children gave 8 consecutive negative Schick tests. 

4 children gave 9 consecutive negative Schick tests. 

Only 79 children gave irregular tests. 

96.4 per cent. never changed. 

3.6 per cent. showed irregular reactions. This 
is well within the margin of error when you con- 
sider the technique, the variability of the toxin 
used in the test and its interpretation. I have 
several times tested the whole school with little 
if any assistance at the rate of 300 an hour. The 
children are lined up one behind another and 
supposedly in their proper places. Again and 
again I have marked a reading only to find that 
I had read the wrong child’s arm. 

The following table also supports the invari- 
ability of the Schick test and at the same time 
points strongly to the assumption that children 
above 4 or 5 years of age who are naturally or 
artificially immune are probably always im- 
mune. Among 631 children tested January 20 
of this year 

182 were immune for over 1 year. 

123 were immune for over 2 years. 

78 were immune for over 3 years. 

60 were immune for over 4 years. 

49 were immune for over 5 years. 

34 were immune for over 6 years. 

41 were immune for over 7 years. 

37 were immune for over 8 years. 


13 were immune for over 9 years. 
14 changed their immunity status 2.2 per cent. 


A study of 18 cases of clinical diphtheria 
occurring in 8 different class rooms in the spring 
of 1923 is also interesting from the standpoint 
of the reliability of the Schick test. There were 
462 children in these 8 class rooms of whom 428 
were Schick negative and 34 were Schick posi- 
tive. Of the 428 Schick negative children only 
one presented evidences of diphtheria. I believe 
she was only a carrier. She was discharged cured 
from the infirmary in 48 hours and did not get 
antitoxin. Six of the 428 Schick negative chil- 
dren who showed no signs of diphtheria had 
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virulent diphtheria bacilli in their throats. Of 
the 34 Schick positive children 17.i. e., 50 per 
cent. got clinical diphtheria. All were given large 
doses of antitoxin and all recovered. Virulency 
tests of 3 showed the organism was non-virulent. 
This experience leads me to believe that many 
cases of clinical diphtheria are not true diph- 
theria. In other words, the presence of a mem- 
brane in the throat with fever and cultures which 
show: the Loeffler bacilli do not always mean true 
diphtheria. It has been known for years that 
there are atoxic and pseudomembrane forming 
strains that under ordinary cultural and staining 
methods can not be distinguished morphologi- 
cally from the virulent type. At present the 
usual test for virulency is the guinea pig. A 
more rapid and practical method of determining 
virulency is highly desirable. Recently some 
kind of an electric test has been devised. 


CONCLUSIONS 


The Schick test made with a potent toxin, 
properly administered and interpreted and not 
vitiated by a recent dose of antitoxin is a de- 
pendable evidence of susceptibility, if the test is 
positive. Under such conditions a negative test 
is evidence of immunity to a severe attack of 
diphtheria. In children above 4 years of age 
this immunity, whether natural or artificially 
induced by T. A. mixtures, is probably perma- 
nent. 





EXTRINSIC URETERAL STRICTURES* 


URETERAL CONSTRICTION PRESUMABLY DUE 
TO POST-OPERATIVE ADHESIONS 


C. Oris Rircu, M. D. 
CHICAGO 


The literature of the past few years includes 
a number of contributions regarding the impor- 
tance of ureteral strictures as a cause of abdomi- 
nal symptoms. 

Kelly* was one of the first to draw attention 
to the importance of ureteral strictures as the 
underlying cause of indefinite pains and trou- 
bles for which patients were too often subjected 
to an abdominal operation without relief. Al- 
though Kelly mentioned operative and other 
traumatisms which resulted in decreasing the 
size of the lumen of the ureter, yet he more spe- 


*Read before Chicago Urological Society, April 26, 1928. 
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cifically referred to intrinsic strictures due to 
inflammation in the ureteral walls, caused by 
the common pyogenic cocci and more frequently 
by the tubercle bacillus than by the gonococcus. 

In recent years others, especially Hunner,? 
have again stressed the importance of intrinsic 
ureteral strictures. In 71 per cent. of a large 
series of cases of ureteral stricture, reported by 
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Fig. 1. Peripylitic adhesions. Kidney slightly de- 
pressed: Pelvis dilated. (Mercier.) 


Hunner, the patients had had some previous 
abdominal operation for pelvic pain which the 
operation did not relieve in the very great ma- 
jority. About one-third of these ureteral stric- 
ture cases had had an unnecessary appendec- 


tomy. 

While not desirous of discussing the unques- 
tioned importance of intrinsic ureteral stricture 
as an often unsuspected cause for abdominal 
vain and discomfort, in this paper I wish to deal 
with another phase of the same general condi- 
tion, based on some personal observations, i. e., 
extrinsic compression of the ureter by adhesions, 
especially those adhesions resulting from abdom- 
inal operations, which cause a narrowing of the 
ureteral lumen or a kinking of it, with a urinary 
flow obstruction and a subsequent hydronephro- 
sis tc a greater or lesser degree. 
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This type of lesion has not received much at- 
tention in the literature, yet it must be very 
common and dealt with as an intrinsic stricture. 
Theoretically, there is as much reason for com- 
pression and partial occlusion of the ureter by 
adhesive bands as there is of the small intestine 
by similar pathologic products; and, apart from 
direct injuries to the ureters which are not in- 
frequent in gynecologic surgery, it is only rea- 
sonable to suppose that the adhesion arising in 
the abdomen following salpingectomy, removal 
of ovarian tumors and operations for various 
other inflammatory gynecologic conditions should 
involve the ureters as constricting bands. 

Although Kelly, as already mentioned, refers 
particularly to intrinsic ureteral strictures it is 
significant that in three of the nine cases cited 
by him the patient had had a previous abdomi- 
nal operation. One had a large ovarian cyst 
removed which was adherent to the uterus, blad- 
der, intestines and peritoneal wall. Another 
had been operated on for extensive pelvic in- 
flammation; the right ureter had been clamped 
during the operation and this ureter produced 
the later symptoms of stricture. In the third 
case the ureter was found at a secondary opera- 
tion to be buried in a mass of inflammatory tis- 
sue. After having been freed the symptoms dis- 
appeared. In his conclusions Kelly says that 
“freeing the ureter from a bed of inflammatory 
tissue by dissecting it out is occasionally suffi- 
cient.” This, however, is clearly not the pathol- 
ogy of an intrinsic stricture. 

Watt,® who also considers that ureteral stric- 
tures are due to “some intrinsic inflammatory 
condition of the ureteral walls producing a nar- 
rowing of the ureteral canal,” yet gives his opin- 
ion that in a great many of these cases there is 
pelvic pathology associated with the stricture. 

Wharton,* discussing a paper by Kretschmer 
on ureteral dilatations, mentions ureteral ob- 
struction due to pressure of the surrounding 
tissues such as scar tissue in the pelvis. Norris,’ 
also mentions having seen two obstetrical cases 
of high forceps operations with deep tears which 
produced adhesions, kinks, and traumatic stric- 
ture relieved by ureteral catheterization. 

Mercier,® in 1925, specially described the peri- 
renal and juxtapyelitic adhesive bands which 
were causative of ureteral constriction, and espe- 
cially those occurring in the proximal portion 
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of the ureter. Mercier gives short histories of 
14 cases in all of which such adhesions were 
found at operation. It was impossible to say if 
these were of congenital or inflammatory origin. 
Mercier believes that in some cases they were 
congenital, corresponding with a Jackson’s mem- 
brane about the cecum. In some cases those 
membranes, under the influence of inflammation 
or congestion, had become thick and fibrous. 
But the presence of such a constricting band 
alone does not, according to Mercier, suffice to 
cause a dilation of the kidney pelvis. Some 
amount of descent of the kidney is necessary in 
order to complete the mechanism for kidney 
pelvis dilatation and hydronephrosis. This is not 
ordinary movable kidney but merely a descent of 
from 1 to 1144 c.m. due to some unknown cause. 
The proximal portion of the ureter, being im- 
mobilized and fixed by the adhesions, the pelvis, 
which normally is continuous with the ureter 
in an oblique line, becomes horizontal and thus 
a pouch is formed, in which urine collects, and 
this weight further tends to pull down the kid- 
ney, thus accentuating the condition. The re- 
sulting minor hydronephrosis may be more pain- 
ful than a larger hydronephrosis. This condi- 
tion will be better understood from the accom- 
panying rough sketch. (Fig. 1.) 

In two of Mercier’s cases there had been a 
previous pelvic operation. One patient had a 
bilateral ovariotomy two years before and the 
other had a previous nephropexy. 

Mercier’s theory of extrinsic constriction of 
the ureter seems quite plausible and I see no 
reason why it should not include all post-opera- 
tive adhesions which fix the ureter in position 
or which surround the ureter and constrict it. 
In the first case any slight downward dislocation 
of the kidney would suffice to cause a kink in 
the ureter and prevent the passage of a cathe- 
ter or at least only with more or less difficulty ; 
further, there would also be a hydronephrosis 
the degree of which would depend upon the 
amount of kinking and constriction. 

Kinking and constriction of the ureter with 
more or less hydronephrosis might therefore be 
considered as arising: (a) from congenital 
causes; (b) from adhesions arising from ab- 
domino-pelvic inflammations fixing the ureter 
in position especially close to the kidney pelvis; 
(c) post-operative adhesions having the same 
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effect. All these causes being more or less asso- 
ciated with some amount of descent of the kid- 
ney. 

I have had five personal cases which seem to 
me to fall in with the foregoing conception, all 
five, however, being the post-operative type fol- 
lowing pelvic gynecological operations, and be- 








Fig. 2. 30 c.c. of opaque medium in each; neither 
distended the pelves nor elicited subjective symptoms 
of full pelves. 


ing dependent, I believe, upon constriction of 
the ureter by post-operative adhesions. 

In none of these cases could any organic lesion 
or other cause be found which might directly 
account for interference with the urinary flow. 

Short histories of these five cases are as fol- 
lows: af 


CASE REPORTS z 

Case. 1. Mrs. M. C.,, aged 25 years, white, Ameri- 
can, housewife. Examined May 6, 1927. 

Past History: Irrelevant except for pelvic operation 
September, 1923, by an excellent surgeon. A cyst was 
removed from each ovary, the appendix being removed 
as routine. Patient made an uneventful recovery. 

Present Illness: Complains of pain in the left side 
and left lumbar region. Occasional urinary frequency 
and dysuria. The operation previously referred to had 
been performed for relief of severe pain in the lower 
abdomen which occurred during menses only. Follow- 
ing the operation patient was free from pain and 
enjoyed good health until February, 1925, when she 
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experienced severe pain in the left lumbar region, 
radiating forward and downward over the course of 
the left ureter. A diagnosis of renal colic was made. 
She had burning and increased frequency during the 
attack; but was able to be up after a week in bed. 
Patient had five subsequent attacks. During the inter- 
vals pain might be entirely absent for a few days or 
even two weeks. But minor exertion induced a dull 
ache, 

Cystoscopy: Ureteral catheterization and dilatation 
has been done eight times, At first a No. 5 or 6 
catheter could not be passed on either side farther 
than 4 or 5 c.m. until after a filiform bougie had first 








Fig. 3. Obstruction of right ureter. Pyelogram 


shows dilatation of pelves. 


been passed. Regardless of the size, all catheters or 
bougies met distinct obstruction at these points. After 
passing the obstruction with difficulty about four 
ounces of clear colorless fluid usually drained away. 
The pyelogram (Fig. 2) was made after 30 c.c. of 


opaque medium was injected into each pelvis. This 
elicited no subjective symptoms; no effort was made 
to further dilate the pelvis. Neither pelvis was dis- 
tended despite the large quantity of medium (30 c.c.) 
injected into each, 

Case 2. Mrs. L. S., white, American, widow, aged 
38 years. Examined May 15, 1927. 

Past History: Operated on bilateral pyo-salpingitis, 
in 1923, 

Present History: Complains of severe pains in the 
right lumbar region and right side, urinary frequency 
and dysuria. 

Fain was noticed first in the fall of 1924 at which 
time it was severe and radiated over the course of the 
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right ureter. During this attack patient had much 
burning and was voiding every twenty to thirty min- 
utes. 

After about ten days the symptoms subsided and 
patient was free from any difficulty for several months. 
Then a second attack occurred, less severe than the 
first. Patient has had a number of attacks since. The 
last, from which she is recovering, was again severe 
and of eight days duration. 

Cystoscopy: Revealed a moderate generalized cystitis. 
The left catheter passed without trouble. The right 
ureteral orifice was gaping and retracted. After con- 
siderable difficulty an obstruction was passed about 
eight cm. from the bladder. A pyelogram (Fig. 3) 
was made with 27 ¢.c. of opaque medium in the pelvis. 
There is dilatation of the pelvis and clubbing of the 
calyces. The pelvis was however not completely dis- 
tended. 

Case 3. Miss J. M., aged 36 years, white, American. 

Past History: The essential factor in her past his- 
tory was an operation for fibroid of the uterus in 1925. 

Present Illness: Began about six months ago. This 
started with dull aching pains in the small of the back. 
The pains did not radiate and had not been severe but 
they were quite troublesome when she remained on 
her feet many hours, which she frequently had to do 
in her work, Fatigue and worry make the pains more 
noticeable. 

Urologic study revealed an obstruction of the right 
ureter about 4 cm, from the orifice and moderate dila- 
tation of the right kidney pelvis. 

Case 4. Mrs. R. E., aged 31 years, white, American, 
housewife. 

Examined May 24, 1927. 

Past History: Unimportant except for operation 
two years ago when she had a bilateral salpingectomy. 

Present Illness: Two weeks ago developed a sharp 
pain in the left side just below the ribs which radiated 
downward to the left thigh. The pain is now gradu- 
ally becoming less, but is still sufficient to give her 
much concern. Patient thinks her urine was blood- 
tinged several times during the past two weeks. 

Urologic study revealed an obstruction of the left 
ureter 7 cm. above the uretero-vesical junction. 

Case 5. Mrs. M. G,, aged 41 years, white, Ameri- 
can housewife. 

Past History: 
tion three years ago. 
uterus was then done. 

Present Illness: Complains of pain in the right side 
of abdomen. It does not radiate and covers nearly 
the whole of the right side anteriorly. The pain started 
seven months ago; rarely severe, but rarely also is she 
entirely free from a dull pain in this region. 

Urologic study demonstrated an obstruction of the 
right ureter about 5 cm. above the bladder. 


In addition to these constriction cases, pre- 
sumably due to post-operative ureteral adhe- 
sions, and the post-operative constriction cases 
reported by Kelly and Mercier, I may mention 
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here the case reported by Richardson.* In this 
case one week after a difficult panhysterectomy 
a leakage of urine was observed. The leakage 
was found to come from a small fistula which 
it was hoped would close spontaneously. The 
patient came again to the hospital five months 
later and on investigation the fistula was found 
involved in an extremely dense mass which had 
so narrowed and distorted the ureteral lumen 
as to absolutely prevent the passage of any type 
of catheter or bougie. 

It is possible that in many abdominal and 
pelvic operations where there is a slight trau- 
matism to the ureter this may not close spon- 
taneously, but may, as in Richardson’s case, 
give rise to peri-ureteral constricting adhesive 
masses. 

The clinical symptoms arising from an ex- 
trinsic constriction of the ureter are practically 
the same as those with an intrinsic stricture. 
These are particularly constant dull pain in the 
lower ureteral region, pains in the hip and re- 
ferred down the leg, gastro-intestinal symptoms 
and general malaise. In most of these cases the 
urine will be found normal. 

The condition must be thought of when there 
is no evidence of calculus or other lesion which 
would account for obstruction of the urinary 
flow. Also when there is a history of previous 
abdominal operation or of any inflammatory 
condition which might involve the ureter by ad- 
hesions. 

The possibility of periureteral constricting ad- 
hesions following abdominal, especially gyneco- 
logic, operations should put surgeons especially 
on their guard to avoid the ureters and their 
vicinity as much as possible in executing such 
operations: on the other hand should the oppor- 
tunity offer, the surgeon should endeavor to dis- 
cover if any periureteral adhesions are present 
and remove them. The rule in abdominal op- 
erations should be to avoid the least traumatism 
to the ureter and vicinity and obviate the for- 
mation of periureteral adhesions. 

In treatment, although progressive dilatation 
of the ureter may give relief, as in my own 
cases, this cannot be expected to give a perma- 
nent cure, or to be any more than palliative. It 
is a source of satisfaction, however, to the pa- 
tient to know that the symptoms although pain- 
ful do not arise from any very serious lesion. 
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When the pain is intense and palliative measures 
fail, the only course left is to dissect the ureter 
from its surrounding adhesions, 


SUMMARY 


1. In addition to intrinsic ureteral stric- 
tures properly so-called arising from inflamma- 
tory conditions within the ureteral canal there 
are extrinsic factors which can cause constric- 
tion of the ureter and obstruction to the flow of 
the urine. 

2. External compression of the ureter arises 
principally from adhesive bands due either to 
congenital causes, to abdominal inflammatory 
conditions or to post-operative adhesions. 

3. If the kidney in addition is slightly dis- 
placed downwards the constriction may be ac- 
companied by hydronephrosis. 

4. Five personal cases of ureteral obstruc- 
tion are reported which followed gynecological 
operations and which are believed to have been 
caused by adhesive bands constricting the ureter. 
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THE TREATMENT OF SIMPLE 
FRACTURES* 


T. ArtHur Jounson, S.B., M.D., F.A.C.S., 
D.N.B. 
Chief Surgeon, Swedish American Hospital 


ROCKFORD, ILL. 


The treatment of fractures is without doubt 
the oldest treatment rendered by one human 
being to another. Fractures occurred in the 
earliest races of man, and it did not require a 
high degree of intelligence or sympathy for one 
person to assist another in relieving pain and 
helping to overcome such a disabling injury as a 

*Read before the Section on Surgery, Seventy-eighth Annual 


Meeting of the Illinois State Medical Society, Chicago, May 
8, 1928. 
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badly fractured leg. The tragedy of the instan- 
taneous crippling of a strong person in action, 
the shock, pain, mortality, long disability and 
frequent permanent impairment of usefulness 
resulting from major broken bones, must have 
enlisted the skilled healers of all ages. 

Today, after the great advances in the treat- 
ment of fractures, which have grown out of the 
experiences of the world war, industrial liability 
compensation, modern aseptic surgery and the 
studies of several fracture committees, there is 
still some disagreement as to the proper treat- 
ment, and several of the authorities are dis- 
tinctly at variance in many fundamental princi- 
ples. While the closed treatment of a large per- 
centage of uncomplicated fractures has been 
fairly well standardized, agreement on the open 
treatment has not been attained. 

This most important field of surgery was 
turned over to the junior interne or given very 
indifferent care by the general practitioner a 
few years ago. At the present time, it is being 
given the most careful study and diligent care 
by some of the most able men in the profession. 
The exact knowledge of anatomy, physiology, 
asepsis and mechanics required for the proper 
treatment of a single fracture, is greater than 
that necessary for the surgical treatment of a 
simple case of appendicitis. Compare this with 
the knowledge necessary to treat all the differ- 
ent types of fractures of all the bones of the 
skeleton. Take, for example, the multiplicity of 
possible fractures of a single bone, as the femur, 
fracture of the anatomical neck, surgical neck, 
upper, middle and lower: thirds, supracondylar, 
external and internal condyle, T fracture, trans- 
verse, spiral, oblique, comminuted, compound ; 
such complications as injuries to the joints, 
nerves, muscles, arteries and veins; hemorrhage, 
infection, mal-union and non-union, and the 
many necessary details for the ideal care of the 
numerous combinations of injury to which a sin- 
gle bone is subject. Add to this the fractures 
which might occur to all the bones of the body, 
and you can visualize the magnitude of this 
subject. 

Reduction. The first important consideration 
in the treatment of fractures is reduction. By 
reduction of a fracture, we mean the restoration 
of the broken and displaced ends to as near their 
former or anatomical position as possible. Abso- 
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lute exact anatomical restitution is an impossi- 
bility, and even an open operation can only 
approach this ideal. In most fractures of the 
shaft, a practical and satisfactory reduction con- 
sists in bringing the fractured fragments into 
such positions that one-half or more of the frac- 
tured surfaces are in apposition, that there is no 
appreciable shortening of the bone, and that 
there is practically no angulation or rotation of 
the limb. Very little angulation is permissible 
in fractures of the leg, because angular deform- 
ity changes the axis of the joint, and this pro- 
duces considerable disability in weight bearing 
joints. Shortening of the lower limb of one or 
two centimeters is corrected by tilting the pelvis, 
and in children by growth of the femur. 

In fractures involving joint surfaces, it is 
more essential to get accurate replacement of 
fragments. However, even here slight displace- 
ments are not incompatible with complete func- 
tional restoration. A partial permanent loss of 
motion at both extremes of motion of most joints 
is of little practical importance, as nearly all 
necessary work can be done without the extreme 
ranges of motion with which the joints are 
endowed. _ 

The fracture should be reduced as soon as 
possible after it is seen. The more time that 
elapses after the injury occurs, the more difficult 
and less complete the reduction will be. Blood 
pours out and coagulates about the fractured 
ends and torn soft parts, the surrounding mus- 
cles become infiltrated and edematous, and mus- 
cle spasm becomes more marked. Delayed re- 
duction by manipulation does additional damage 
to tissues already greatly traumatized. After the 
lapse of a few days, some fractures may become 
irreducible except by open operation. 

Reduction may be done by manipulation of 
the broken ends, and manual traction and coun- 
tertraction, aided by the x-ray, and the normal 
contour of the other limb. In some cases angu- 
lation is necessary and may be the method of 
choice in Colles’ fracture and transverse frac- 
tures of the femur, humerus, and both bones of 
the arm and leg. Reduction may be accom- 
plished by continuous traction in oblique and 
spiral fractures of the femur, humerus, and both 
bones of the arm and leg. It is also of distinct 
advantage in some metacarpal, metatarsal and 
phalangeal fractures. Whenever possible, the 
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fluoroscope should be used to check and guide 
every step in the reduction. 

Fractures should be x-rayed before and after 

reduction. Anterior posterior and lateral views 
should be taken. If this is not possible, two 
views at right angles to each other should be 
made. Where two views cannot be taken in 
these positions, stereoscopic skiagraphs should be 
obtained. 
“The continuous traction method of reducing 
and immobilizing fractures was popularized by 
Buck, Bardenheuer, and Thomas. This is the 
method of choice in spiral and oblique fractures 
of the leg and arm. When the traction method 
is used, the bones should be manipulated into 
good position under the fluoroscope and heavy 
weights applied at the outset, and gradually re- 
duced as indicated. The mobile x-ray unit, the 
Thomas splint and the Balkan frame have be- 
come indispensable in the proper use of this 
method. 

Traction may be obtained by adhesive plaster 
applied well above the line of fracture with a 
weight and pulley attached to the distal end to 
produce the pull. Rubber bands with one end 


fastened to the end of the splint, and the other 
to the adhesive, constitute a very convenient 
method of applying traction to the leg, arm and 
fingers. The pull exerted by them should be 


measured frequently by a spring scale. I have 
not found the Spanish windlass as reliable as 
either the weights or the rubber bands for main- 
taining steady traction. 

When both bones of the leg are fractured near 
the lower third, the Sinclair skate has the ad- 
vantages of allowing a large skin surface for 
traction, a good control of the rotation of the 
foot, and a reliable support for keeping the foot 
flexed at right angles to the leg. 

In fractures of the lower third of the femur, 
and in fractures too near the ankle joint to be 
held by skin traction, direct skeletal traction 
should be used. This is applied to the femur by 
means of metal calipers placed just above the 
femoral condyles; and to both bones of the leg, 
by fastening the calipers into the malleoli; or 
by putting the Steinman pin through or over the 
os-calcis. Skeletal traction is also of great value 
in compound fractures and fractures associated 
with extensive wounds of the skin. When frac- 
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tures of this type are suspended in a Thomas 
splint and the Pierson movable leg rest, the 
wounds can be easily treated and dressed. Early 
mobilization of the knee can be instituted in 
fractures just above this joint. Skeletal trac- 
tion is easily applied under local anesthesia, and 
by its use many patients will be saved the larger 
open operation. 

Immobilization. After the fracture has been 
reduced, the next important step in the treat- 
ment of most fractures is to immobilize or fix 
the broken ends in contact. While it may not 
be essential to completely immobilize the frag- 
ments, it is necessary to keep the ends from 
moving enough to disarrange or damage the 
tender regenerating tissues. The proper man- 
agement of the muscles, adjacent joints, and the 
remainder of the body, requires just the opposite 
treatment, namely, early mobilization. The old 
method of treatment was to apply splints of 
padded wood, plaster or other rigid material 
closely enough to immobilize the broken limb, 
including the joints above and below the point 
of injury. 

With the newer conception of early movement 
of the muscles and joints, apparatus has been 
devised to facilitate early massage and motion 
of the joints without interfering with the immo- 
bilization or alignment of the fractured bone. 
Such apparatus as the Thomas hip and arm 
splints, the Pierson movable leg rest, the Jones 
arm splint, and various methods of applying 
traction, have been introduced in recent years to 
overcome the apparent paradox of simultaneous 
mobilization and immobilization. 

These splints have several advantages over 
plaster or other rigid splints. 

1. The fractured limb can be inspected fre- 
quently, wounds dressed or massage given from 
the first day, without disturbing the alignment 
of the fractured bone. + 

2. A considerable number of fractures can be 
reduced and immobilized without the need of an 
anesthetic. 

3. The distal portion of the broken limb can 
be more easily brought into the optimum posi- 
tion for fixation whether it be for recovery of 
function, ankylosis or muscle balance. 

4. Deformity can be easily corrected within 
a period of several days after the occurrence of 
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the fracture by slight mechanical changes in 
the apparatus. 

5. More freedom is allowed the patient, be- 
cause the amount and direction of the traction 
is the same, regardless of the position of the 
patient. 

6. In fractures of the femur, motion may be 
allowed in all joints of the leg from the first day 
of treatment. 

7. Traction reduces pain by overcoming mus- 
cle spasm, and immobilizing the fragments. 

Suspension. If it is necessary for the patient 
to be confined to the bed, the splint should be 
suspended by counterbalancing it by means of 
weights and pulleys attached to an overhead 
frame. This allows the patient considerable free- 
dom and activity without disturbing the injured 
limb. It also greatly simplifies the nursing care 
of these patients. 

The plaster cast is one of the most useful 
splints for fractures about the ankle joint, trans- 
verse fractures of a single bone of the leg, and 
the Whitman abduction treatment of fractures 
of the hip. It can be easily applied, fits the 
parts perfectly and holds the parts firmly in the 
position in which they are placed. When used 
in fractures where much swelling occurs, it 
should be split immediately after it is applied, 
and bivalved later for early passive motion of 
the adjacent joints. It has the advantage of 
allowing early protected weight bearing in frac- 
tures of the leg. 

There are a large number of inexpensive light 
metal splints moulded to fit certain portions of 
the limbs for special fractures. The aluminum 
splints for Colles’ fracture can be easily padded 
to fit the special contour of the arm. The chief 
advantages of these splints are their comfort, 
economy, ease of application and removal for 
physical therapy. 

Physical Therapy. The physical therapeutic 
measures of greatest value as adjuncts in the 
treatment of fractures are the following: passive 
and active motion, massage and graduated pro- 
tected weight bearing. The local application of 
heat, such as diathermy, baking and radiant 
heat, are used to increase the circulation, and 
decrease the discomfort during the passive and 
active movements. 

Very light superficial massage of the soft 
parts about the fracture should be used from the 
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first. It alleviates the pain, decreases spasm and 
swelling, and helps to maintain a good circula- 
tion; as union becomes more firm, deeper and 
more vigorous massage may be used. 

Gradually increasing passive movements of 
all the joints of the limb in all of the directions 
and ranges of their normal mobility, should be 
started as soon as the condition of the fracture 
allows, without interfering with the immobiliza- 
tion of the fragments. This should be started 
immediately in incomplete fractures, very early 
in fractures immobilized by traction, and always 
early in fractures involving joint surfaces. This 
should be continued daily for several weeks or 
months until full range of motion returns, or 
until no additional mobility can be gained. 

Assisted active motion should be started a 
little later, and active motion should be encour- 
aged as soon as union is fairly firm. 

A greatly neglected period in the treatment 
of fractures of weight bearing bones is that 
period between the establishment of firm union 
and complete weight bearing. We have found 
that carefully supervised gradually increased 
protected weight bearing is of great value in 
fractures of the lower limb. As soon as union 
is firm, and the patient is allowed to walk on 
crutches, a few pounds of his weight is borne 
on the convalescing limb. Each week the sur- 
geon should have the patient step on the scales 
to determine how much pressure he can put on 
the affected leg without pain or discomfort, and 
then the patient again balances the scales at 
20 to 50 per cent. less, so that he can judge just 
how much weight bearing he is allowed during 
the following week. Each week a few pounds 
more are added until his full weight can be borne 
on the affected leg. After a few weeks one 
crutch is exchanged for a cane, a little later the 
other crutch is discarded, and soon after his leg 
tolerates full weight bearing, the protecting cast 
or splint may be discarded together with the 
cane. If this stage of the treatment is given 
the careful attention it deserves, many of these 
patients will have a more rapid calcification of 
their callus and will be able to return to their 
duties in shorter time, and with less permanent 
impairment of function. 

Operative Treatment. If the treatment of 
every fracture is approached with the same 
enthusiasm and given the same meticulous and 
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detailed care as the modern bone operator gives 
his operative cases, a very small percentage of 
simple fractures will require open treatment. 
The routine operative treatment of simple frac- 
tures is not at present justified, regardless of 
the surgeon’s technique or completeness of arma- 
mentarium. Only when the dangers incident to 
anesthesia and major operations have been com- 
pletely eliminated, will this be justified. One 
clinie reports the return of one hundred con- 
secutive cases of fracture of the femur to their 
former duties with good function after conserva- 
tive treatment, and another clinic reports the 
same results after one hundred major operations, 
plus several minor operations for the removal of 
plates. Admitting the unusual qualifications, 
team work and technique of a few bone special- 
ists and hospitals, these results.do not speak in 
favor of routine open treatment, even in these 
few advanced surgical centers. Granting that 
the convalescence can be shortened one or two 
months, the dangers incident to anesthesia and 
the other hazards of major operations even in 
the best hands, more than counterbalance the 
slight advantage. 

There are, however, a small percentage of 
fractures in which operative treatment is indi- 
cated. Several types of fractures, like fractures 
of the patella with separation, fractures of the 
olecranon with separation, and fractures with 
interposed soft jparts, should be operated on 
routinely, if the general conditions are right. 

There is a larger and more varied group of 
fractures in which it soon becomes apparent that 
in spite of several attempts at closed reduction, 
good results will not be obtained. In these, 
operation should be carefully considered. Do 
not operate unless you are certain that consid- 
erably better results can be secured by open 
treatment, than you or some near colleague, 


versed in modern conservative measures, can get . 


by the latter methods. I do not believe we are 
justified in operating, unless we are fairly sure 
of getting results enough better to counterbal- 
ance the added danger and anxiety of the sur- 
gical operation. Infections, followed by more 
or less functional impairment, may develop in 
spite of the very best technique. It is difficult 
to sterilize the skin. The vitality of traumatized 
soft parts and fractured ends is low, and extra- 
vasated blood offers an ideal culture medium 
for bacteria introduced directly or through the 
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blood stream. Destruction of bone, impairment 
of function of nerves, muscles and joints, and 
non-union frequently follow. 

On the other hand, the operative treatment of 
fractures has many advantages. In doubtful 
cases, the fractured ends can be more easily re- 
placed under the guidance of the eye. Cases 
in which the fragments do not remain in appo- 
sition can be easily fixed in position; interposed 
soft parts can be removed early and extensive 
injury to the soft parts repaired. 

Operations for old fractures are indicated 
where there is considerable functional disability, 
such as is found in mal-union, non-union, 
pseudarthrosis, and loss of sections of bone. In 
correcting angular deformity in mal-union, the 
bone may be straightened after osteotomy, or the 
deformity may be excised, and the gap filled by 
an autogenous massive bone graft or an inlay 
graft. The after treatment should be the same 
as a simple fracture of the same kind. 

Un-united fractures should not be classed as 
cases of non-union, until every effort has been 
made to secure union. The autogenous inlay 
graft or the massive bone graft gives good 
results in these cases. The ends of the bone 
should be refreshened and the grafts should be 
fixed in place by bone screws, kangaroo tendon, 
or other absorbable material. Non-absorbable 
fixation material is less favorable to callus for- 
mation and is more likely to become infected. 

The autogenous massive bone graft is the best 
means we have of bridging a gap in the shaft of 
long bones, where considerable strength is re- 
quired of the internal splint. In smaller bones, 
like the radius, the autogenous inlay. graft, as 
used by Albee, is just as good. The graft is taken 
from the tibia and accurately fitted in grooves 
cut for it in the fractured ends of the radius, 
and the pieces of bone removed in making the 
grooves are used to fill the remaining space 
between the separated ends of the bone. This 
consolidates into a section of firm bone, effec- 
tively bridging the gap where the bone has been 
lost. 

No internal splinting material should be used, 
unless it is necessary. If external fixation is not 
likely to keep the fracture properly immobilized, 
internal splinting should be resorted to. If the 
proper use is made of absorbable material, such 
as: chromic cat-gut, kangaroo tendon, beef-bone 
and ivory plates and screws, and autogenous 











bone grafts, the more objectionable hardware so 
much used in the past will very seldom be neces- 
sary. 





DISCUSSION 


Dr. Edward H. Ochsner, Chicago: In connection 
with fractures of the cervical spine, I think there is 
one point that was not brought out and which should 
be stressed very strongly, namely, the mere fact that 
paralysis is present from the very start is no evidence 
that the cord has been severed. I have seen at least 
three cases and operated on them where the diagnosis 
of rupture cord was made on the basis of immediate 
paralysis where the patients went on for several years 
and then insisted on operation to see what was the 
matter. At operation it was found that the cord had 
never been torn. Cases of this kind are very unfor- 
tunate if they get into the hands of a timid surgeon. 
It takes a good deal of courage to tell a patient after 
he has been injured and suffers from immediate paraly- 
sis that he should submit himself to operation. The 
chances for success are very slight because a consid- 
erable portion of them are ruptured. There are some 
of them that I am confident could be saved from the 
terrible fate whichis theirs if they were not relieved, 
if they get into the hands of a courageous surgeon. 
They are cases where courageous work is necessary. If 
I were to see a patient today or tomorrow three hours 
after an injury with complete paralysis, I wou!d tell 
that patient’s friends very frankly that I though there 
was not much hope in the operation but that one 
should be done nevertheless. 

Dr. F. W. Anderson, South Bend, Wash.: I would 
like to ask Dr. Johnson why he practiced passive mo- 
tion instead of active in the beginning. It seems to 
me if you are afraid of displacing your fragments 
you are more apt to do it with passive than with active 
motion. I would like to ask him how soon they begin 
motion and how soon he takes them down. We take 
them down on the third day and give active motion 
three times a week from then on. Of course, I am not 
speaking of fractures of the femur; I am speaking of 
the arm. 

Dr. T. A. Johnson, Rockford (closing the dicus- 
sion): In answer to Dr. Anderson’s question, the rea- 
son we use passive motion instead of active motion 
early is that when the doctor uses passive motion the 
amount of that motion depends on the judgment of 
the surgeon. He takes hold of the limb and moves it. 
When you ask the patient to move his limbs he uses 
the muscles and his judgment is not as good as the 
surgeon’s. Very slight motion is used at first, ho!d- 
ing the arm at the point of the break. This is the 
reason we use passive instead of active motion first. 
Later we use passive motion with a little more force. 

In regard to the time we start motion in fractures 
of the arm, Colles’ for instance, we begin slight motion 
at the end of the first week and sometimes even a 
little earlier; if there has not been much displacement 
and there is just a partial break we start on the sec- 
ond day and continue for about six or seven weeks. 
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DIVERTICULA OF THE STOMACH* 
P. B. Goopwin, M.D. 


Radiologist, St. Francis Hospital 
PEORIA, ILL. 


As there appears so little in radiological liter- 
ature regarding diverticula of the stomach, I 
felt it proper to bring before this section some of 
the signs and symptoms observed in this lesion. 
While diverticula of the stomach are probably 
rare, they may be more common if we observe 
those cases that perhaps have a vague history 
by a routine gastro-intestinal study of the 
barium meal. 

From my observations of gastro-intestinal 
cases, this is my first diverticulum of the stom- 
ach. The more frequent diverticula are those of 
the urinary bladder, colon, and esophagus, while 
less frequent of the duodenum. It may be that 
diverticula of the stomach have been observed by 
others without reporting; if so, I should enjoy 
hearing from them. 

If this paper will bring to the clinician the 
importance of radiological study in vague gastro- 
intestinal cases, he and we may be able to learn 
more about diverticula of the stomach. So far 
it is wholly up to the radiologist to make the 
diagnosis. Most of the cases reported in litera- 
ture have come through the German. Ackerlund 
of Stockholm has reported several cases, one of 
which resembles the case which came under my 
observation. 

Diverticulum of the stomach may be an inci- 
dental finding and unassociated with any gastric 
symptoms. Those cases of the esophagus, colon 
and bladder fortunately are followed to the oper- 
ating table and the radiological evidence is sub- 
stantiated, but in the case of diverticulum of the 
stomach the surgeon was unable to detect the 
pathology, probably because of its high location 
and the stomach not being opened. 

The term diverticulum of the stomach refers 
to a circumscribed, more or less rounded pocket, 
or bag-shaped, mucosa-covered protrusion from 
the lumen of the stomach. Diverticula of the 
stomach are divided into two types: true and 
false. Ackerlund divides them into congenital 
and acquired. The false is due to the protrusion 


*Read before the Section in Radiology at the Seventy-eighth 


annual meeting of the Illinois State Medical Society, Chicago, 
May 10, 1928, 
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of the mucous membrane through a tear in the 
muscular coat; the true is due to the protrusion 
through the entire intestinal wall. The congeni- 
tal are those existing from birth or those which 
have gradually developed, owing to a congenital 
disposition. The acquired may be from various 
causes, such as pressure due to swallowed volum- 
inous foreign bodies, or different kinds of 
trauma which have brought on a rupture of the 
muscular coat (post-operative diverticula belong 
here), or different kinds of tension, or traction 
of certain areas of more or less fixed portions of 
the stomach, so-called traction diverticula. 
Strictly following the definition of a diverticu- 
lum, any out-pocketing from the stomach as 
shown by giving barium meal to a patient, 
should be spoken of as a diverticulum. This 
should include penetrating ulcers or ruptured 
gastric ulcers which have become walled off, and 
we must attempt to differentiate them. 

In all the cases reported I find that they were 
located either at the pyloric or cardiac end of 
the stomach. In 1910 Keith of London reported 
two cases, both of which were located at the 
cardiac end; one was just below the entrance of 
the esophagus. In 1923 Emery of Peter Bent 


Brigham Hospital, Boston, reported two cases, 
which also were located at the cardiac end of 


the stomach. Gray of Brooklyn, New York, 
lately reported a case which was accidentally 
found in his routine examination and this, too, 
was located at the cardiac end. 

Etiology: This is still a question, but accord- 
ing to Sir Arthur Keith’s belief, the wall of the 
stomach is weak all around its junction with the 
esophagus, so that under certain conditions a 
pouch may develop at some point in this location 
as a result of increased intra-gastric pressure. 

The lesser curvature in the region of the 
cardia appears to be weakest point of the entire 
gastric musculature, hence more are found in 
this region, and at the beginning of the lesser 
curvature or as called the cardia-esophageal 
junction. This part is subject to pressure by the 
entrance of food into the stomach, which is veri- 
fied by the manner in which the barium meal 
enters the stomach; so we can readily see why, 
with increased intra-gastric pressure, a diverti- 
culum can arise in this region. 

Ackerlund of Stockholm, who has perhaps 
done more study of this subject, calls attention 
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to the fact that diverticulum of the stomach may 
occur with or without ulcer formation, and 
under his division of congenital and acquired 
diverticula, he finds that the congenital occurs 
near the cardia, and the acquired at the pylorus. 
In his report of 5 cases, 4 were true organic 
and one operative, following a gastro-enteros- 
tomy. 

Symptomatology: There may be many symp- 
toms, but few are referred directly to the diver- 
ticulum, as they can be explained by other path- 
ology. Before I report my cases I wish to men- 
tion some of the symptoms which were noted in 
some other reports. These symptoms are inde- 
pendent of any that may be caused during or 
following the barium meal. 

Case 1. Female aged 29, complained of 
periodic ulcer trouble for many years. 

Case 2. Female aged 53; flatulence trouble 
for many years, at times pains in epigastrium, 
nervous, no ulcer symptoms. 

Case 3. Patient aged: 40; ulcer-like trouble 
last few years, with melena on admittance. 

Case 4. Female aged 42, short time before 
admittance she had a hematemesis and claimed 
to have had repeated cures for ulcer. 

Diagnosis: For the present the diagnosis of 
gastric diverticula has been made by the 
Roentgen examination, for there are no other 
characteristic symptoms as far as we know. 
Therefore, without pathognomonic symptoms or 
signs, one finds in Roentgen examination by 
barium meal, a sack, pocket, or pouch communi- 
cating with stomach, noticed by the barium meal 
entering this pocket, followed by retention, fluid 
level, and gas-pocket above the barium, varying 
in size from a small pea to a large plum, located 
on the lesser curvature. In this condition it is 
sometimes difficult or at time impossible to de- 
cide between diverticulum and perforated gastric 
ulcer. The ulcer must be recognized by sec- 
ondary signs and the patient’s history, and if 
characteristic of ulcer, it may be safer to make 
a diagnosis of ulcer, merely by law of chance. 
But a vague ulcer history with an oral or 
rounded pocket, with a contrast fill in its lower 
half (seen in the erect position), gas bubble 
above, with a following retention especially if 
located at a favorite seat, where as a rule ulcers 
do not occur, and with retention, in my opin- 
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ion, justifies the radiological diagnosis of diver- 
ticulum. 

Before presenting my cases and slides, I would 
like to read a history and report of examination 
of a case of F. Perussia* of Italy on radiological 
observation of diverticulum of stomach. 


The patient, a man of middle age, with slight vague 
symptoms of dyspepsia, was referred to the ‘author 
for radiographic examination of the digestive appa- 
ratus. Since preliminary examination with the patient 
'n a fasting condition revealed nothing worthy of note, 
half a glass of milk which contained barium sulphate 
was administered, ran rapidly through the esophagus 
without having encountered an obstacle, and having 
passed the cardia flowed in part to the caudal pole of 
the stomach, located at the level of the umbilical cica- 
trix, and was in part intercepted in a small round 
pouch, situated superiorly and medially, immediately 
below the cardia, and on a level with the twelfth dor- 
sal vertebra. Into this pouch, which exhibited the 
dimensions of a nut and presented regularly convex 
contours, the liquid settled in the form of a half- 
moon, with its superior horizontal level surmounted 
by a small bubble of gas. Following ingestion of 
Rieder’s meal, the stomach appeared in all respects 
normal, with the single exception of the constant pres- 
ence of the diverticular shadow already described, 
which was detached from the contour of the lesser 
curvature immediately below the cardia and in con- 
sequence of the increase in its contents appeared 
greatly distended, The patient was placed in a supine 
position upon the trochoscope, and when the gastric 
contents had risen and filled the cardial portion of the 
stomach, filling of the channel of communication be- 
tween the pouch and the greater cavity of the stom- 
ach was obtained, and the channel was demonstrated 
as rather short and wide with regular contours, No 
contractions of the pouch were remarked, although 
slight displacements of the latter occurred in connec- 
tion with respiratory movements, retraction of the 
abdominal walls, and change in position of the patient. 
Palpation of the entire gastric area and of the site of 
the pouch in particular proved painless. In a second 
examination conducted six hours later traces of barium 
sulphate were encountered in the pouch, while the 
rest of the stomach was emptied of the paste ingested 
in the morning. Repeated administration of milk 
which contained barium sulphate each time revealed 
identical characteristics as above represented. 

Cases of actual congenital diverticulum of the 
stomach are declared extremely rare by the 
author, who found reports of only ten in radio- 
logical literature. 

Perussia warns that in establishment of a 


positive diagnosis the frequency with which 


1, PERUSSIA, F.: Radiological Observation of Diverticu- 
lum of the Stomach, Reforma Medica, 40: 485-486, May 
26, 1924. 
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diverticula resulting from penetrating ulcer of 
the stomach and (less often) from ulcerous neo- 
plasms occur should be taken into account. Di- 
verticular formations of the duodenojejunal flex- 
ure are said likewise to constitute a possible 
source of error in differential diagnosis. Radio- 
logical examination in accordance with the 
method above described is regarded by him as an 
indispensable expedient in all instances of sus- 
pected existence of congenital diverticulum of 
the stomach. 

Case of Drs. Parker and Durkin. Female, aged 33: 

P. H.: Bilato-oophorectomy 8 years ago for dys- 
menorrhea; one child, aged 10; patient had pneumonia 
once. 

P. I.: For 4 years once a month she would vomit 
after meal, and after eating again, belching would 
occur, which initiated vomiting. There were no other 
symptoms. Nov. 27, 1926, while feeling perfectly well 
she experienced a sudden sickening pain in the epigas- 
trium, with nausea and vomiting. For the next 5 
weeks, from 10 minutes to 4 hours, the patient vom- 
ited. Pain was not always present, but merely a sense 
of fulness and distress, followed by vomiting which 
gave her relief. Then vomiting, as a regular occur- 
ence, stopped. Since then there have been spells of 
occasional vomiting. The past week the patient has 
had more or.less constant pain, distress in the epigas- 
trium which was not influenced by food. During this 
time she lived on soft diet. 

The x-ray showed pylorospasm, cardiospasm, and 
either perforated ulcer or diverticulum on lesser curv- 
ature. 

On Feb. 25, 1927, the patient was better; she still 
had some pain but not so marked. She had vomited 
her supper every night, 2 minutes p. c. Vomiting was 
preceded by distress. She frequently tried to inhibit 
it, but then regurgitated repeatedly and swallowed 
each time. At other times she vomited entire meal 
just to obtain relief. The patient is nervous, worries, 
and is not happy. 

March 10, 1927, she had the flu, kept food down 
most of the time; little pain, has been coughing and 
feels weak, 

April 18, 1927, the patient returned. There had not 
been so much vomiting, had vomited twice that week. 
Pain was varying, sometimes crampy, sometimes only 
soreness. Has been quite nervous lately, weeping with- 
out cause. Frequent palpitation on effort. Sleeps well 
without dreams. Vomiting is the least of her worries 
now. Pain does not bother her. Heart and. nervous- 
ness are the main trouble now. Heart rapid, 104. No 
subjective sensations now. Wt. 137, a loss of 3 Ibs. 

Case of Dr. Fisher: 

History: Female aged 39; temp. 99.2; pulse 84; 
resp. 20; Wt. 134% Ibs.; Ht. 6714 inches; B. P. 119-78. 

Complaints: Hematemesis. 

Onset and Course: Four weeks ago, in about the 
middle of the night, the patient was awakened and 
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noticed a salty taste in the mouth, followed by vomit- 
ing a large amount of blood. She found her way down 
stairs in the hopes of awakening her father, but upon 
entering his room she fainted and again vomited a 
very large amount of blood. She was seen shortly 
after by Dr. Welch, who carried out the usual treat- 
ment. Until a few days ago she has been in bed and 
has made a rapid convalescence. A history, as given 
by patient concerning stomach symptoms, is absolutely 
negative. Upon questioning concerning the possible 
symptoms, no other or additional information was 
obtained. She does state, however, that she is quite 
tired and experiences a tired feeling in the stomach, 
although this is in no way by food taking. In fact, 
she states that it is not severe enough to demand relief. 
About four years ago the patient had a similar experi- 
ence (hemorrhage), at which time it was thought that 
the blood came from the esophageal varix. The pa- 
tient was referred to St. Francis Hospital. 

Physical Examination reveals a tall, well developed, 
well nourished adult female, who does not appear ill. 

Head and Neck: Scalp is negative. Pupils are 
dilated equally and act to L. & A. 'Tonsils are im- 
bedded and not suspicious appearing. Nose, sinus, 
ears are negative to external examination. Teeth, sev- 
eral suspicious, Buccal cavity; no cervical adenopathy. 
No palpable thyroid or Virchow gland. 

Chest: Symmetrical; mobility and expansion good. 
No dull areas. No rales heard. 

Heart: Inside the mid-clavicular line. 
rhythm good. No murmurs heard. 

Abdomen: Of normal contour. No organs, masses. 
No tender areas palpable. 

Extremities: Are negative. 


Rate and 


Reflexes present. 


Laboratory Findings: 

Urinalysis: 6-8-27. Sp. gr. —1020. React. acid. Alb. 
Sug. Indol. negative. Bile negative. Mio. about 40 
pus cells per field, some round epithelial cells. 

Blood: Hemi, (Sahlis) 58%; R. B. C, 2,380,000; 
W. B. C. 6,800; Diff.—Polys. 68%; small 30%; large 
2% ; total 100%, Some anisocytosis, Coag. time 7 min. 
Feces neg. to blood. Wassermann negative. 

6-12-27; Gastric Meal—Free acid 10—total 42—slight 
increase of yeast cells. Blood slight trace. 

6-14-27; Stool Analysis: Positive to blood. 

6-17-27: Stool Analysis: Positive to blood. 

6-21-27: Stool Analysis: Shows marked positive 
reaction to blood. 

6-22-27: O. C. Patient to return to her home and 
report with stool for examination about three times 
a week. In about two weeks to report for another 
stomach analysis. To continue taking Cal. Carb. 

7-1-27: Stool Analysis: Positive to blood. Given 
calcium carbonate, gr. 30, one powder five times a day. 

7-9-27: O. C. Stool: Negative to blood. Feeling 
fine and condition seems good. To continue on man- 
agement and to report in two weeks for stomach 
analysis, Hemgl. 65%, R. B. C. 3,100,000. 

7-29-27: Patient states that she has been feeling 
quite well, Ewald meal test shows as follows: Free 
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8—total 32; combined 16—organic 8—blood positive— 
stool analysis neg. to blood. 


Patient advised surgery. 

9-15-27: O.C. Patient continues quite well and is 
allowed to take a trip to Minneapolis and to return. 
Advised concerning diet and to continue with manage- 
ment. To be operated on in the fall. 

10-14-27. O.C. Patient to report in a few days for 
operation of stomach condition. Hemgl. 75%, R. B. C. 
3,700,000. Stool analysis neg. to blood. 

10-22-27: Urine practically negative. Gastric meal: 
free acid 10, total 42, comb. 28, organic 12. Mic.; few 
sarcina, increased yeast cells, blood negative. 

10-29-27: Post Operative Blood Examination: 
Hemgl. (Sahlis) 72%; R. B. C. 3,640,000; W. B. C. 
7,600; Diff. Polys. 75%, Small 16%, large 7%, Eosin. 
2%, total 100%. 

X-Ray Examination: 

The patient, female, aged 39, wt. 140, was referred 
to our x-ray department by Dr. Fisher for a chest and 
a gastro-intestinal study. 

Chest: Shows increased density of left apex, with 
some calcification in the left middle third of the lung. 
No evidence of pathology of the heart or great vessels. 

Examination of Stomach: Six hours examination 
with barium meal, Stomach was empty except one 
area of density, located on the lesser curvature, at the 
cardiac end, near the diaphragm. It is about 3 cm. in 
size, smooth in outline, tending towards a cone shape, 
the base being upward. It was not movable, not 
affected by diaphragmatic movements, and on account 
of its high location not palpable. The balance of a six 
hour meal was in the cecum. 

The immediate meal shows the stomach ptosed third 
degree, rather large, hypotonic, with normal peristalsis. 
No sign of incisura, cap fill smooth and empty. The 
meal, in passing through the esophagus, over the de- 
scribed area, showed no other filling defects, and did 
not apparently increase the size of the area. On pal- 
pation upward, the stomach meal did not seem to fill 
the area any more. There was no obstruction, or 
sign of diverticulum of the esophagus on a lateral 
examination. Three films were taken which showed a 
pocket, either within or connected to the cardiac end 
of the stomach, one and one-half by three cm. in size. 
On June 10 there was no evidence of retention but 
still a shadow of a gas pocket. The patient was again 
referred for examination of the stomach on Oct. 21, 
1927. She was not given a six hour meal, and an 
immediate meal examination was made. The stomach 
(fish-hook type) was rather large, hypotonic, slow 
peristalsis, 3rd degree ptosed, and no evidence of any 
filling defect, except the same pocket on the lesser 
curvature near the cardia. Films were taken which 
showed the pocket in which barium was retained. The 
pocket was located 4 or 5 cm. above the mass of the 
meal. When the patient was in the horizontal position 
it measured 3 by 1% cm. Four hours later the film 
still showed retention (134 by 2 cm.). Seven and one- 
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half hours later showed the same amount as at four 
hours. 

P. O. Findings: There was no evidence of ulcer, or 
diverticula. The stomach was not opened, and the sur- 
geon could not apparently palpate up where filling 
defect was seen. The spleen was infected. 


CONCLUSION 


1. That diverticulum of the stomach is not 
common, 

2. That we must differentiate between ulcer 
in cardiac region of stomach from diverticulum. 

3. The only positive method of diagnosis is 
by Roentgen examination. 

4. By bringing this subject to you, we may 
all gain more knowledge in our further study of 
gastro-intestinal cases and not overlook the pos- 
sibility of diverticulum. 

DISCUSSION 


Dr. F. J. Ronayne, West Suburban Hospital, Oak 
Park, Illinois: I presume that the subject of this 
paper is true diverticulum of the stomach, and it 
would appear to me that it is impossible to diagnose 
the true from the false unless the patient is operated 
on and a section removed because it all hinges upon 
whether or not this pouch or accessory pocket con- 
tains all three coats—that is, the mucosa, the mus- 
cularis and the serosa. 

Anyone that has had a large experience in gastro- 
intestinal work has, of course, many cases of accessory 
pockets in the stomach and duodenum and of course 
the esophagus. 

Dr. Goodwin spoke of the cases of diverticulum in 
other portions of the gastro-intestinal tract, and, of 
course, one can feel more sure of the diagnosis in the 
esophagus and in cases of diverticulosis of the colon, 
but in the stomach I think it is harder. 

We call them accessory pockets and have always felt 
that most of them represented old perforated ulcers. 
Two days ago I had a case with a diverticulum of the 
esophagus and also an accessory pocket in the middle 
third of the descencing duodenum. Now one might be 
justified in assuming, because of the diverticulum in 
the esophagus which was probably congenital in origin, 
that the accessory pocket in the duodenum was a true 
diverticulum but I hardly felt that way about it. 

Another point, I think, is that if the opening between 
the stomach and the accessory pocket is large that may 
be a point in favor of its being a true diverticulum be- 
cause it would hardly appear that one of these acces- 
sory pockets could contain all three coats of the stom- 
ach if the opening was very narrow, say an eighth of 
an inch or less in diameter. 

I had a case of that type on the lesser curvature of 
the stomach or the posterior wall, very close to the 
lesser curvature. This had a very narrow connection 
with the stomach about a quarter of an inch long, so 
I felt that it was an old perforated ulcer. Another 
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accessory pocket at about the junction of the pars 
media and the antrum was very large and could be 
filled and emptied very readily. Of course, the opening 
into it was at Jeast a half inch in diameter. Whether 
that represented an old perforated ulcer or a divertic- 
ulum I do not know. 


As Dr. Goodwin said, true diverticulum of the stom- 
ach is very rare and at the Mayo clinic, as far as I 
know, they only report one case and that case also had 
an ulcer. 

Dr. Goodwin's case is undoubtedly a case of true 
diverticulum, but to prove it scientifically some men 
might want to see the specimen, to see if it did contain 
all coats. 

I am sure that we all enjoyed the doctor’s paper and 
it calls attention to the importance of these diverticula. 

I do not know how these patients are going to im- 
prove unless that condition is corrected. Dr. S. re- 
ported two or three cases, I believe, of diverticula of 
the duodenum and until the diverticula were removed 
the patient certainly did not improve and after opera- 
tion, with removal of those diverticula there was com- 
plete recovery. 

I do not know whether anybody here has had any 
cases of true diverticulum of the stomach which have 
been proven either at autopsy or following operation on 
removal of the specimen, and they feel as I do that 
they are very rare and that most of these accessory 
pockets represent old perforated gastric ulcers. 

We had one about three months ago on the posterior 
wall of the cardiac end of the stomach. 

Dr. J. S. Archibald, Decatur: I would like to ask 
Dr. Goodwin if finding blood in the feces so fre- 
quently would not indicate an ulcer rather than a 
diverticulum. I can see no reason for finding blood in 
the feces for four or five examinations in succession 
like he found it in this case, if the condition is due 
to a diverticulum. 

Dr. P. B. Goodwin: What made me think this 
was not an ulcer or an old perforated ulcer, there 
was nothing in this case of any previous ulcer history 
at any time. She had practically never complained of 
any stomach trouble. The only thing that occurred 
was this sudden hematemesis—no pain—with a slight 
similar attack just a short time before that. So I felt 
that this was not an ulcer. 

Dr. I. S. Trostler, Chicago: What relation would 
the hematemesis have to the diverticulum? 

Dr. Goodwin: I do not think it had any. I do 
not think the lesion of the stomach was the cause of 
the hemorrhage. That is my opinion. This case, after 
being operated on, has apparently seemed to go along 
all right. I tried to have the surgeon go into the 
stomach at the time to see where this was located and 
prove it to me, but he did not think it was necessary. 

Possibly some time this may be done if it continues 
to go on. 

Dr. Archibald, there is a pecutiar thing about blood 
in the stools. There was nothing in the stomach, noth- 
ing in the gastric analysis outside of this blood that 
would give any indication of an ulcer history, an 
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ulcer examination. I cannot tell why that blood should 


& continue, but I do not think it came from this lesion 


at all, 





CARCINOMA OF THE ESOPHAGUS* 
M. H. StreicHer, M. D. 


Instructor in Medicine, Research and Educational Hospital of 
the University of Illinois; Junior Attending Physician, 
Grant Hospital 


CHICAGO 


Carcinoma of the eophagus constitutes a very 
large percentage of esophageal lesions in adults 
(90-95 per cent.). The preponderance of car- 
cinomatous lesions of the esophagus frequently 
influences the physician to a mistaken diagnosis. 
The differential diagnosis becomes essential in 
consideration of prognosis. About six per cent. 
of all cancers found at autopsy are cancers of 
the esophagus. 

The following is a report of a group of cases 
observed at our hospital on various occasions 
which I believe are representative of interest- 
ing clinical data in esophageal lesions. The cases 
reported involve the upper, middle and the lower 
end of the esophagus, respectively. 

Case 1. A male, white, seventy-three years of age, 
admitted to the out-patient department on November 
7, 1927, complaining of inability to swallow liquids 
and solids for three days. He states that a previous 
diagnosis of spasm of the esophagus has been sug- 
gested. 

Past History: Patient had “flu” in 1910, pleurisy 
in 1926 and typhoid at twenty-three years of age. 

Family History: Essentially negative. 

Physical Examination: Patient is a medium sized 
white male, emaciated but apparently not acutely ill. 
In general the physical findings were essentially nega- 
tive. 

Urinalysis: Negative. 

“Blood Count: 3,650,000 red cells, white blood cells 
8,200; hemoglobin 80%. The Wassermann reaction 
was negative. 

Fluoroscopy examination made in A. P., P. A. and 
lateral directions showed a constriction of the upper 
end of the esophagus and evidences of perforation into 
the trachea with some of opaque meal in the right 
bronchi. (Insert Fig. 1.) 

Fig. 1 is a photograph of an x-ray plate demonstrat- 
ing the obstruction at the upper end of the esophagus. 

Esophagoscopy showed a high grade obstruction at 
level of upper end of sternum. A portion of tissue 
was removed for diagnosis. Histological report was 
that of a squamous cell carcinoma. 

On account of his age and marked weakness no 
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operation was suggested. The patient was discharged 
from the hospital on November 28, 1927, and was 
advised to return to the out-patient department for 
routine dilatations with bougie. With considerable 
difficulty we were able to pass an 18 F. and at times 
a 21F. He gradually lost weight, became considerably 
weakened and hardly able to retain any nourishment. 
An emergency gastrostomy was refused by the patient. 
He disappeared from the clinic on January 23, 1928, 
and we have not heard from him since. 

Case 2. A male, white, sixty-one years of age, ad- 
mitted to the out-patient department on March 29, 
1928, stating that about a year ago he noticed that he 














ial 


Fig. 1. Photograph of an X-Ray plate demonstrat- 
ing the obstruction at the upper end of the esophagus. 


could not swallow very well and that he had a burning 
pain in the epigastrium continuously. He had lost 
fifty pounds in the last year. He has been treated for 
a stomach ulcer by a family physician for about twenty 
years, but did not improve. 

Past History: Had typhoid at eighteen years of 
age and gonorrhea at sixteen. 

Family history apparently negative. 

Physical examination reveals a poorly nourished 
white male, markedly emaciated and dehydrated. A 
general physical examination was entirely negative. 

Urinalysis negative. 

Blood count: The red cell count was 4,420,000; the 
white cell count 7,180; the hemoglobin 75 per cent; 
lymphocytes 50 per cent; large mononuclears 10 per 
cent.; polymorphonuclears 38 per cent.; eosinophiles 
2 per cent. 

Wassermann reaction negative. 

Fluoroscopic: Examination and films made showed 
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an irregular defect in the middle of esophagus—dem- 
onstrating a constriction for about four inches sug- 
gestive of malignancy. (Insert Fig. 2 and Fig. 3.) 
Fig. 2 and Fig. 3 show photographs of x-ray plates 
taken in anterior and lateral position. 
Esophageal Dilations: Several dilations were at- 
tempted, but with no progress. We were successful 
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Fig. 2. Shows a constriction in the middle of the 
esophagus taken in the anterior position. 


in passing a 14 F once or twice, but the patient grew 
progressively worse and could not retain any nourish- 
ment at all. A gastrostomy was suggested. 

Operation on April 17, 1928. A gastrostomy was 
performed under local (novocain). Left rectus inci- 
sion into the abdomen, the stomach was exposed and 
a stab into it was made and tube inserted along the 
wall of the stomach using a 28 F catheter. The pa- 
tient recovered nicely and apparently was getting along 
well until the tube came out. On April 29, 1928, the 
tube was reinserted into the jejunum. The patient 
became restless and very much dissatisfied with his 
condition and pulled the tube out of the jejunostomy 
wound. The usual course ensued and the patient soon 
died with a suppurative peritonitis. Permission for 
an autopsy was obtained from the wife of the patient. 

Autopsy report: 

Weight, sixty-two pounds. 

Gross pathology : 

Esophagus. Flat ulcerative growth elevated 5 mm. 
above the rest of the esophagus and encircling esopha- 
agu; narrowing its lumen. Beginning at bifurcation 
of trachea, it extends down for 5% cm. Tissue of 
growth is grey white, medullary, infiltrates the entire 
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thickness of the esophagus, extending into the right 
bronchus. Has a flat papillary growth 2%4x1% cm. 
and elevated 3 mm. 

Stomach. An operative wound is seen on the an- 
terior wall, on the prepyloric portion 5 mm. in diam- 
eter. Canal is noted with a flaplike valve at opening 
of the canal for the admission of the tube. There is 
a perforation of the posterior wall opposite the sur- 
gical opening. The mucosa of ileum about the inserted 
catheter is very hemorrhagic. 

Microscopic Pathology : 

Esophagus. Squamous cell carcinoma. Masses of 
cells replacing and invading the muscle tissue. 

Lymph gland almost completely replaced by metas- 
tatic squamous cell carcinoma. 

Anatomic Diagnosis: 

a. Ulcerative annular carcinoma of the esophagus 
with extension to the right bronchus. 








Fig. 3. Shows a constriction in the middle of the 
esophagus taken in the lateral position. 


b. Carcinomatous metastasis to the peri-tracheal and 
esophageal lymph gland. 

Case 3. A male, colored, thirty-eight years of age, 
admitted to the out-patient department February 3, 
1927. He complained of having difficulty in swallow- 
ing for two months, regardless of the type of food. 
He had been vomiting practically all forms of foods. 
He relates having experienced considerable pain in 
swallowing liquids. The condition grew progressively 
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worse until in the last few weeks he could retain no 
fluids at all. 

Past History: Patient had rheumatism in the right 
knee in early adult age. He had chancre twenty years 
ago. 
Family History: Essentially negative. 

Physical Examination: Patient was slender, colored, 
apparently not acutely ill. The chest was essentially 


negative. The knee jerk was diminished. A tentative . 


diagnosis of carcinoma of the esophagus was made. 

Urinalysis: Negative. 

Blood Count: The red blood cells numbered 5,200,- 
000; white blood cells 5,100; hemoglobin 78 per cent.; 
polymorphonuclears 31 per cent.; lymphocytes 36 per 
cent.; large mononuclears and transitionals 20 per 
cent.; eosinophiles 11 per cent.; basophiles 2 per cent. 

Wassermann Reaction: Negative on several re- 
peated examinations. Fluoroscopic examinations and 
fiims made in the oblique direction showed an irregular 
narrowing in the lower third of the esophagus sug- 
gestive of malignancy. 

Esophagoscopy: Showed an irregular mass on the 
posterior esophageal wall at the lower third, markedly 
red and swollen and almost completely obstructing the 
passage. A bougie, size 18 F, was passed. In view of 
the negative Wassermann, the abso!ute obstruction and 
the inability to take nourishment of any form, a gas- 
trostomy was advised. 

Fig. 4 is a photograph taken from an x-ray film 
showing the carcinomatous obstruction at the lower 
end of the esophagus. 

Operation: On May 27, 1927, the abdomen was 





Photograph taken from an X-Ray film 
showing the carcinomatous obstruction at the lower 
end of the esophagus. 


Fig. 4. 
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opened by a left rectus incision. The stomach was 
brought to the surface and sutured to the anterior 
wall. About two inches from the pylorus a hard 
nodular tumor was found. Then a rubber tube (31 F 
catheter) was inserted into the stomach. The free end 
of the tube was carried through the abdominal wall 
and enclosed into the final tie. 

Biopsy: A perigastric lymph node removed for sec- 
tion was diagnosed as hyperplasia of a lymph node 
and negative for malignancy. A section of the cardiac 
end of the stomach was also negative for malignancy. 

Progress Notes: The patient’s condition has gradu- 
ally improved and the patient received considerable 
nourishment through the gastrostomy tube. On June 
5, 1927, the patient seemed somewhat dehydrated and 
fecal material was coming through the abdominal in- 
cision. The temperature arose to-101; pulse 120; 
respiration 32 and labored. Proctoclysis was started 
and symptomatic treatment instituted but the patient 
grew progressively worse and expired on June 11, 
1927, We were fortunate in obtaining permission for 
an autopsy. 

Autopsy Report: 

Weight eighty-seven pounds. 

Gross Pathology: 

Esophagus: About 4 cm. from the cardia there is a 
constriction evident which measures 24 mm. The width 
above and below the point of constriction is 40 mm. 
The constricted area is thickened and infiltrated; the 
mucosa over the obstruction is thrown into folds and 
is ulcerated superficially. The infiltration of the esoph- 
agus extends into the cardia of the stomach; the mus- 
cularis is found to be composed of grayish white tissue. 

Stomach: The stomach presents no gross pathology. 
The mucosa is slate in color and has undergone post- 
mortem changes. 

Microscopic Pathology: 

Esophagus: Squamous cell carcinoma of the 
esophagus, with much hornification. All layers of the 
esophagus invaded. Metastatic squamous cell carci- 
noma of the pancreas. 

Anatomic Diagnosis: 

a. Scirrhus carcinoma of the esophagus. 

b. Gastro-enterostomy wound of the stomach. 


COMMENT 


Chevalier Jackson states that cancer of the 
lower third of the esophagus preponderated in 
men while cancer of the upper orifice is curi- 
ously more prevalent in women. Logan Turner 
and Fraser attribute this preponderance in Scot- 
land to the drinking by women of excessively 
hot tea. Carmody, on the other hand, points 
out that in China high cancers are more fre- 
quent in men because men only eat hot rice to 
excess. In Case 1, dysphagia, the most common 
symptom of all esophageal disease, was appar- 
ently ignored by the patient until marked ob- 
struction ensued. In this case, as in many simi- 
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lar cases, dysphagia very frequently is inter- 
mittent in malignancy of the esophagus and 
therefore is diagnosed in the course of the dis- 
ease as spasmodic and treated under this errone- 
ous diagnosis until other concomitant findings 
are established. Unfortunately this patient ap- 
peared at the clinic in the terminal stage and 
consequently very little could be accomplished. 

In Case 2, the patient’s family physician ap- 
parently did not recognize the esophageal lesion 
at all and was treating him obviously for a pos- 
sible gastric ulcer. The patient, of course, did 
not improve. It is interesting to note that while 
the patient lost -fifty pounds in one year, the red 
cell count and hemoglobin percentage remained 
within normal limits with a marked decrease in 
percentage of polymorphonuclears, indicative 
perhaps of lowered resistance. 

Malignancy of the lower third of the esopha- 
gus is second in frequency. In this case cachexia 
was not very pronounced so that an operation 
was advised. A_ two-stage procedure was 


planned; first, a gastrostomy opening was con- 
sidered in order to introduce more nourishment 
and thereby build up the patient’s resistance ; 
and second, an anastomosis with the cardia of 


the stomach was to be performed. But the gas- 
trostomy operation proved fatal before the anas- 
tomosis was made with the stomach. The in- 
teresting feature in this case is the negative 
pathologic findings in the stomach and the pres- 
ence of metastatic squamous cells in the pan- 
creas. 

It is gratifying to know that adequate means 
for rendering the diagnoses of esophageal neo- 
plasms certain and establishing such facts in 
the early stage of the malady have been made 
possible by the esophagoscopy instrument. 

185 No. Wabash Ave. 





PREVENTION AND TREATMENT OF 
NEO-NATAL MORBIDITY AND 
MORTALITY* 


JOSEPH BRENNEMANN, M.D. 
CHICAGO 


After a long and tedious birth, Pediatrics has 
at last taken its place as one of the youngest 
and most vigorous of the children of medicine. 


*Read before the Chicago Medical Society, January 15, 1927, 
as part of a Symposium on neo-natal morbidity and mortality. 


December, 1928 


A few after pains, a little neo-natal morbidity, 
still exist, but they, too, are passing and both 
mother and child are doing well. The maternal 
instinct that loves to keep the newest born in 
long curls and close to the apron strings is still 
evident, however, in at least two directions. In 
some of our leading medical schools the pedia- 
trician is still a part of the Medical department 
(Pediatrics in parentheses), and the pediatrician 
has not yet, everywhere, a full and unquestioned 
swing in that most fateful and most plastic 
period of childhood, the period in which he feels, 
and not alone selfishly, that he is most useful— 
the neo-natal period of infancy. 

The subject assigned to me in this symposium 
is a very large one and cannot be covered in full. 
Only a few things, that for one reason or another 
stand out in bold relief, can be taken up in some 
detail. For many reasons the pediatrician is 
especially interested in the newborn, more than 
in any other period. He has, therefore, an atti- 
tude toward that period as it now exists—and he 
welcomes the opportunity of presenting that 
attitude even though it leads into channels that 
he might perhaps more wisely wish to avoid. 

There was a time when obstetrics and pedi- 
atrics were inseparable. The great obstetricians 
of a generation or two ago, like Budin, who 
wrote an excellent book on the nursling, were 
also great pediatricians. With the development 
of things, obstetrics has become a surgical spe- 
cialty, innately more closely related to gyne- 
cology than to pediatrics. The older, less sur- 
gical obstetrician divided his interest equally be- 
tween the mother and the baby. The general 
practitioner still does, and rightly so. It is a 
matter of common pediatric knowledge that as 
obstetrics more and more took its place as a 
surgical specialty, the baby found itself more and 
more an object of less careful and intelligent 
solicitude than did the mother, although it pre- 
sented a far greater mass of serious potential 
pathology than did the puerperal mother. With 
a decline of maternal nursing from a nearly 
100 per cent ability to nurse adequately for six 
or seven months, 100 years ago, according to 
French statistics, to a point where, according 
to Holt, less than 25-per cent of well-to-do 
mothers in New York can adequately nurse their 
babies for three months; there has arisen that 
most important of all pediatric problems, in 
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the most important of all pediatric periods, the 
feeding problem. 

The obstetrician has met this complex situ- 
ation with reference to the baby in one or the 
other of three ways. First, he has learned the 
simpler essentials of neo-natal pathology and 
therapy, and applies them as diligently and in- 
terestedly to the baby as he watches the temper- 
ature, the lochia, and the fundus in the mother. 
With this obstetrician we have no quarrel—the 
baby may have. Even less so have we any quar- 
rel with the general practitioner who does the 
same. Or, second, he realizes and acknowledges 
frankly that he is a surgeon, interested in the 
surgical aspects of his specialty, and that he has 
not that precise knowledge and necessary skill 
concerning the baby that others can give. He 
therefore refers the baby immediately after b:rth, 
or at least as soon as there is the slightest devi- 
ation from a straight and narrow normal course, 
to a pediatrician, or to some one else more in- 
terested and versed in the care of the baby. I 
think I can safely state that in the last decade, 
in our larger centers, this has become the policy 
of most of our leading obstetricians, both in 
private and in ward practice. To us, and cer- 
tainly to the baby, this would seem the logical 
arrangement from every standpoint. 

There remains a third type of obstetrician, 
and the same applies to some general practition- 
ers, whose interest is almost wholly in the 
mother, and who leave the baby to shift for him- 
self with only such protection as a hospital rou- 
tine, a nurse, an interne and Nature can pro- 
vide; or else they bring to the case an interest 
that is not backed by adequate knowledge of 
neo-natal pathology and therapy. If I seem, to 
those perhaps less acutely familiar with the sub- 
ject, to be making a quixotic attack on a wind- 
mill, I am willing, after changing the metaphor, 
to “let the chips fall where they may.” Every 
pediatrician could cite instances like the follow- 
ing. Not over six months ago, an interne in 
one of our general hospitals said to me, “I wish 
we internes knew a little more about infant 
feeding than we do. The babies in the charity 
wards are well looked after by the attending 
pediatrician, but we have to feed these private 
babies.” After duly allowing for possible over- 
statement, the fact remains that he said it. As 
an illustration of how much an interne in a 
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general hospital may, or may not know, about 
feeding babies in this critical period, I might 
quote another who stopped as he passed me in 
the hall one day, and asked me if I could give 
him fifteen or twenty minutes some day, at my 
leisure, to tell him “all about this infant feed- 
ing dope.” Two or three years ago I was asked 
to see a baby two weeks old, with a violent diar- 
rhea, with excoriated buttocks and great emaci- 
ation following an enormous loss in weight. I 
told the mother frankly that she had a very 
sick baby, but that if she would stay in the hos- 
pital a few days longer we could probably 
straighten him out. She then told me that she 
had reservations for that night for some point 
in Northwest Canada and that she had to go. 
She had come a thousand miles, or more, to be 
delivered, so that she would be sure to have a 
living, well, baby. She had been duly delivered 
of a well baby, but having no milk the interne 
had fed the baby a mixture of 4 tablespoonfuls 
of Mellin’s food in 4 ounces of water for each 
feeding. It would not be fair to tell in which 
local center of medical learning this young 
man had acquired his knowledge of infant feed- 
ing; and yet he was the only one who was feed- 
ing the only baby that a mother ever expected 
to have, and that she had come over a thousand 
miles to safeguard. Somewhat milder derelic- 
tions could be quoted in convincing numbers by 
all of us. 

The pediatrician’s interest is not predomi- 
nantly a financial one. We have been just as 
much concerned about the ward baby as about 
the private one, and the attitude of the obstetri- 
cian too has been much the same toward both. 
Furthermore, both the financial returns and the 
glory are greater from the baby that is upset 
than from the well baby. The Christian Sci- 
entist and the uninterested or pediatrically un- 
informed obstetrician are often our best finan- 
cial allies, and the parental exchequer suffers 
accordingly. I am one of the last to look sym- 
pathetically upon the unnecessary exploitation 
of the specialist. To belittle the services of the 
specialist, on the other hand, as is popular at 
the present time in certain circles, is on a par, 
in the present instance, with taking a Rolls 
Royce with a knock, or in need of overhauling 
or inspection, to a first class steam engine ex- 
pert—instead of to a Rolls Royce service station. 

That the newborn period is beset with unusual 





454 ILLINOIS MEDICAL JOURNAL 


a and calls for special skill and experience 
has been made amply evident in an authorita- 
tive way by Dr. Grulee and by Dr. Danforth. 
There, is probably more actual and potential 
pathology, more need for delicate and respunsi- 
ble therapy, during the first two weeks of life 
and the preceding twenty-four to forty-eight 
hours than in any other equal period of life. 
The baby comes into the world more underdone 
than any other mammal. It occupies a place 
somewhere between the barnyard mammal and 
the marsupial, such as the kangaroo and the 
opossum, whose young cannot yet live apart from 
the mother. Its advent into the world is not 
especially timed as to seasons. It often passes 
from a warm, constant climate of 98.6 F. to that 
of a temperate zone winter. Sometimes, too, 
we forget that it is not a fur bearing animal. 
It has, moreover, a relatively large head that 
normally comes first, or last, with contents that 
are vital and are easily, irreparably damaged in 
the narrow passage to the outer world. Birth 


injuries elsewhere can occur. After birth it is 


peculiarly susceptible to environmental insults. 
Perhaps not the least of these are those that a 
supposedly intelligent dogmatic convention has 
decreed in the form of rules as to hours of feed- 
ing, quality and quantity of food, ete. It has 
often enough a mother whom civilization has 
robbed of the primordial function of assuredly 
supplying it with an adequate amount of the 
only perfect food ever contrived for newborn 
babies, a food that its undeveloped condition 
finds so necessary for normal progress. The 
mother has moreover a human and not a bovine 
brain and nervous system, the over-exercise of 
which makes for lessened milk. And now she 
smokes and presents us, in the adoption of this 
new style, with a new and as yet unmeasured 
problem along these lines. The baby is today 
commonly born in a gregarious environment in 
which pathogenic germs have their normal habi- 
tat. For some as yet unaccountable reason it 
enters at once upon a three day period of near 
starvation. Towards the end of that period, 
as Grulee has so’ well pointed out elsewhere, its 
path is beset by a host of enemies that are 
unique and obscure: inanition temperature; 
jaundice; toxic symptoms with lethargy, anor- 
hexia, somnolence, and often vomiting; hemor- 
rhagic disease of the newborn, engorged breasts ; 
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impetigo; diarrhea, etc. Perhaps in the light of 
all this, the pediatrician can be forgiven if he 
sometimes thinks that, in general, the mother 
would have been about as safe in his hands as 
the newborn baby is in the hands of a pediatri- 
cally indifferent obstetrician. 

As I have said, the newborn baby enters at 
once upon a two or three day period of near 
starvation, as shown by what has been assumed 
to be a normal loss of 9 or 10 per cent of its 
body weight. Why? God only holds the an- 
swer. It is, however, the part of wisdom to ac- 
cept a decree of Nature unless changed condi- 
tions seem to justify our setting it aside as no 
longer beneficial. Is there such a changed con- 
dition? We are no longer in a primitive state 
in which we could confidently expect an ample 
supply of natural food by the third day—food 
that would be well worth waiting for. A com- 
petent veterinarian has told me that there is 
no such delay among domestic mammals, except 
a delay of one day, with the secretion of a watery 
fluid only, in the case of the mare. It would 
be interesting, too, to know on what day lacta- 
tion is established in the Bushman mother, for 
example. The question, then, naturally arises: 
Shall we take this matter into our own hands 
and disregard a natural dispensation? Starva- 
tion, per se, is always harmful; it is beneficial 
only when employed against a greater evil. We 
know well enough that the three day limit of 
near starvation cannot be exceeded without 
bringing on dehydration, with apathy and a lack 
of vigor on the one hand, and quite regularly 
an inanition temperature of 101 to 105 degrees, 
so well described by Holt, a temperature that 
drops to normal immediately and unfailingly 
when food is given, if there is no other cause for 
the temperature. There is another aspect to this 
period of starvation and failure to gain in 
weight. Accepting it as normal, the physician 
often extends it beyond this period. We are all 
familiar with the baby that for a week or more 
fails to gain, and yet no additional food is given, 
because the baby is “holding its own”—one of 
those expressions that always make the pediatri- 
cian “see red,” and helps to assure him that he 
has here a field of usefulness. The baby that 
is “holding its own” is losing about an ounce a 
day, which it ought to gain—and the pediatri- 
cian and starvation are today sworn enemies, 
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except for an occasional very short truce in the 
case of the sick baby. 

One thing we can all agree on: the newborn 
baby can get along without food for some time, 
without water it cannot. I have heard only one 
dissenting voice on this score from an authorita- 
tive source. An ounce of water every 2 hours 
during the first 2 days is enough—12 ounces:a 
day—and a little more is as good, or better. If 
it will not take it, a little sugar—cane sugar 
preferably, because it is sweeter and requires 
less—will do no harm. Theoretic scruples can 
be met by saccharine, one grain to the quart 
of water—no more. Babies automatically suck 
anything sweet and naturally swallow it. That 
water has much, if not indeed everything to do 
with inanition fever seems obvious clinically. 
In one institution where water was not given 
freely 1 once saw an incidence of 50 per cent. 
In another an incidence of 30 per cent was re- 
duced to the vanishing point when as much as 
an ounce of water was given every 2 hours. For 
this reason, and because of the immediate re- 
sponse to food, I cannot accept the views ex- 
pressed by both Morse and Grulee that the cause 
of inanition temperature lies in an infection of 
or some other change in the meconium. After 
feeding is well established the baby needs little, 
if any, additional water. 

Again, we are probably also agreed, or, I 
think, shouid be that the feeble, apathetic, lazy 
baby, “das trink-faule Kind” of the Germans, 
and the premature baby should be fed at once, 
the first day. The strong vigorous baby can 
be left to his resources, but if it does no harm 
to the feeble and the premature why should we 
fear for the strong and vigorous, who often de- 
velop an inanition fever, earlier than the others? 
It commonly takes a long time to live down an 
authority. In this instance we have not only 
God but also Czerny to contend with. Twenty 
years ago Czerny said that one should not give 
a newborn baby artificial food before the advent 
of its natural food because of the danger of es- 
tablishing an unnatural and harmful fecal flora. 
Theory slinks away in the presence of a single 
fact. The most extensive and convincing chal- 
lenge to the truth of this theory was the in- 
vestigation of Bachmann, who fed some 511 
newborn babies at St. Luke’s Hospital with vari- 
cus mixtures from the first day of life with uni- 
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formly favorable results; and with not a demon- 
strable trace of harmful fecal flora. 

The logical deduction from what I have said 
would seem to be: the premature and the feeble 
baby should be fed from the beginning. The 
stronger baby may, or may not be left to water 
and colostrum alone till the milk comes in. If 
the outlook for milk is not promising it is well, 
however, to begin additional food early, and 
never later than the second or third day. I am 
convinced that we will all soon feed earlier, prob- 
ably from the first day on as a routine, and that 
we will have no more evidence than we have 
now that there is any danger from that practice 
and that it has far reaching advantages. We 
will then no longer see that vicious circle that 
is now so common: because of a lack of energy 
due to starvation the baby does not nurse well, 
especially from an engorged breast; not empty- 
ing the breast carries with it that lack of stimu- 
lation to milk secretion which is the only true 
stimulus that we know; the baby gets still less 
and nurses even less vigorously; the breast se- 
cretes still less milk, etc. Far from there being 
any danger that the baby will take less from the 
breast if given a bottle during this early period, 
as is still erroneously held by some, we give it so 
that he will be stronger and will nurse more 
vigorously and so will get more milk from the 
breast. It cannot be emphasized too strongly, in 
this connection, that the newborn baby that is 
on the breast alone, that is not vomiting and has 
no diarrhea and is not gaining in weight is not 
getting enough food and should be given more. 

What shall we give the baby during this earli- 
est period if we decide to feed him at once? 
Mothers’ milk would, of course, always be the 
food of choice if one could get an ample and 
unexceptionable product by merely turning the 
faucet. In practice its use has become restricted 
to emergencies and to the feeding of the prema- 
ture baby for obvious reasons. In its place some 
give 5 per cent or 6 per cent lactose, or dextri- 
maltose, or go at once to a milk mixture. I 
think many of us feel that fresh so-called “modi- 
fied cow’s milk,” either raw or boiled, is not a 
wholly reliable food at this period. It is so 
hard to give enough to cover the infant’s nutri- 
tional needs, without producing indigestion and 
diarrhea, that it is the part of wisdom to go at 
once to a more therapeutic food with which this 
can be accomplished with much greater regular- 
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ity. If there is a tendency to diarrhea, and this 
is always present potentially, protein milk is 
probably the food of choice and can be contin- 
ued safely for a long time. Just now acidified 
milk, lactic acid milk, hydrochloric acid, vine- 
gar, orange juice, lemon juice milk, or what 
have you? is in the ascendancy almost every- 
where. There was a time when we added alka- 
lies instead of acid, such as lime water, sodium 
citrate, milk of magnesia, and the babies seemed 
to thrive on it at that time. In weakly, poorly 
nursing, and premature babies, in the absence of 
mothers’ milk, I confess to a fondness for con- 
densed milk. It is interesting to note that 
Bachmann in his large series had the best re- 
sults at this period with condensed milk. I 
would not hesitate to use and advocate it in this 
very limited period only, were it not for a 
haunting fear both that my professional dignity 
and reputation might suffer from an association 
with this dangerous, not to say damnable, food; 
and that I might add to its more extended and 
most harmful employment by furnishing fuel to 
the peculiarly pernicious practices and propa- 
ganda on the part of certain condensed milk 
producers. Evaporated milk apparently has the 
same action, is not essentially more devitamin- 
ized than boiled or pasteurized milk, does not 
contain an excess of sugar, is easily prepared 
and cheaper than good fresh milk, and has no 
stigma attached to it except that which comes 
from its association with condensed milk. I 
have long believed that it has great possibilities, 
and that in the near future it may become the 
food of choice in all early infant feeding, nor- 
mal and pathological. -If one’s scientific con- 
science requires the addition of an acid there is 
no evident objection to its use and possibly 
some benefit at times. Dried milk has never 
seemed to me equally serviceable. During this 
earlier period the bottle should always follow, 
not substitute, for, a breast feeding. 

I was one of the first in this country to fol- 
low Czerny 20 years ago in the four hour inter- 
val between feedings. I have long ago aban- 
doned it as a fixed rule in the neo-natal, and 
even later period. Dogma can never quite re- 
place individualization. While the majority of 
babies can perhaps be fed successfully every four 
hours, it is to me still an unwise and harmful 
thing to foist such an interval upon the weak, 
the premature, the vomiting, and especially the 
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lazy baby. Some of these should be fed every 
three, every two, every one hour, and sometimes 
oftener. I am not convinced, if we must have 
a standard interval, as one must to some extent 
in a hospital, that a three hour interval would 
not be better than one of four hours, Babies 
are individuals, and many are better satisfied if 
fed every three hours,.and I feel sure that most 
of them get more milk from the mother with 
the shorter interval. In some maternities the 
night feeding even is omitted, so that the baby 
gets only five feedings in the 24 hours—a fur- 
ther evidence, it seems to me, that the obstetri- 
cian cannot be trusted unreservedly with the 
care of the baby! 

After lactation is established, if the baby does 
not nurse vigorously enough to empty the breast 
this can be accomplished in either of two ways. 
It was Sedgwick who taught us to empty the 
breast further by manual expression or milking. 
Quite popular for a time, this method has un- 
fortunately elements that make for discourage- 
ment unless one is an enthusiast or a propa- 
gandist. This method has very largely been re- 
placed by the use of the Abt electric breast 
pump that is a marvel of efficiency, and the 
cheaper hydraulic pumps that have about them 
a mechanical appeal that was lacking in manual 
expression, while they are, if anything, more pro- 
ductive and less traumatic and painful. Until 
the baby nurses vigorously, then, the use of such 
a breast pump gives the baby at once more milk, 
and at the same time it assures us of the only 
stimulation to increased secretion of milk that 
is tangible, the thorough emptying of the breast. 
Many a mother has failed to nurse one baby be- 
cause its a weak, lazy nurser, whose attendants, 
like Micawber, “waited for something to turn 
up”; and has nursed successfully a second baby 
when all of these measures were taken during 
that critical neo-natal period. 

One thing more along this line. Equanimity 
and peace of mind on the part of the puerperal 
mother are important in convalescence and even 
more essential in proper nursing in which we 
are now interested. I think an over-solicitious- 
ness on that score, however, often defeats its pur- 
pose. The mother quickly senses a conspiracy 
of silence and of evasion as to her baby and 
naturally fears the worst—something so bad that 
she cannot be told about it. A frank and obvi- 
ously truthful statement about any such minor 
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disturbance as a cephalhematoma, a transient 
facial palsy, an impetigo, a diarrhea, or a fail- 
ure to gain properly for the time being, coupled 
with an assurance that it is transitory, harm- 
less, or readily curable, will at once restore her 
peace of mind, and what is even more impor- 
tant, her confidence. I am not now speaking 
of mongolian idiocy, or of cerebral hemorrhage, 
or of some equally less obvious, but more serious 
condition that may rightly ‘be an object of pater- 
nal, but not of maternal, concern for the time 
being. 

I have purposely devoted the greater part of 
my paper to the feeding problem for what I 
take to be obvious reasons. It obtrudes itself 
in every case; all other conditions are more occa- 
sional in occurrence. Only a few of these can be 
considered briefly. 

The pediatrician is interested pediatrically in 
being sure that the obstetrician sees to it that 
the expectant mother has a well balanced diet 
hoth as to food elements, and as to vitamin con- 
tent. All that is necessary from the vitamin 
standpoint is that the diet contains milk if well 
born; butter; green and especially leafy vegeta- 
bles; and fresh fruits; and that she goes out in 


the open air especially on sunshiny days. 
He is also interested prophylactically in the 
iodine content of her diet in all goitrous regions 


such as ours. Congenital goiter is not so infre- 
quent, carries with it a definite hazard even as 
to life itself; and is commonly readily prevent- 
able. The baby with a congenital goiter has 
nearly always a mother with a simple goiter, and 
both are so probably due to an insufficient intake 
of iodine in the mother’s diet that an adequate 
intake should be one of the obstetrician’s aims 
in prophylaxis, if there is no contraindication. 
The baby born with a goiter should be given 
some form of iodine cautiously administered. 
The thymus takes us into debatable territory, 
but certain things can be stated dogmatically as 
safe rules of conduct. If a newborn baby has an 
obstruction in breathing as shown in a coarse to 
and fro stridor, augmented by bending the head 
forward or by pressing on the upper end of the 
sternum ; or if it has sudden otherwise inexplica- 
ble attacks of cyanosis, perhaps even of convul- 
sions; one should get an x-ray picture and at 
the same time give an x-ray treatment. If the 
film shows a broad shadow, especially if it gives 
the appearance of something overlapping the 
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heart shadow, two or three more treatments 
should be given. If it does not they should be 
given just as decisively. We have found at au- 
topsy a narrow, deep, thymus weighing 50 grams 
that could not be seen in the film, taken antero- 
posteriorly, even in restrospect. If the dosage 
is adequate and the symptoms are thymic in 
origin as they nearly always are, the shadow, 
if it was present, will disappear and with it the 
symptoms; and in my own personal experience 
| have never seen a subsequent sudden so-called 
status thymico-lymphatic death. Clinically the 
situation is clear-cut; theoretically, it is as mud- 
dled as ever. How far we should go in the in- 
vestigation and possible treatment of the thymus 
of all new born babies cannot be stated in our 
present lack of useful knowledge. 

A consideration of pyloric stenosis and of 
pylorospasm would take us too far adrift. There 
is a neo-natal condition, however, that closely 
resembles these, and that may lead to confus- 
sion. There is a type of baby that vomits ex- 
cessively from a few hours after birth; is com- 
monly deeply apathetic, toxic, and becomes jaun- 
diced early. The condition resembles pyloric 
stenosis when the vomiting is projectile. It is 
practically never true pyloric stenoses, the vom- 
iting of which practically always begins later 
and they commonly vomit bile which is rarely 
if ever present in the latter condition. These 
babies are usually unable to nurse either the 
mother or the bottle for the time being. They 
should be given an abundance of water, even if 
they vomit, and should be fed early and often 
with a medicine dropper or by gavage with a 
catheter if necessary. Atropine may seem 
indicated. They practically all get well if 
treated properly and never need an operation. 
Cerebral contusion suggests itself as one etio- 
logic factor—pylorospasm is another. 

Of hydocephalus and spina bifida I am 
tempted to say that I have never seen, when 
considered from every angle, any tangible or last- 
ing benefit from any form of surgical, or any 
other, treatment, except in the case of the syph- 
ilitie hydocephalus which often yields promptly 
to specific treatment. Every mild hydocephalus 
requires careful examination on that score and 
should be considered luetic until disproven clin- 
ically, serologically and therapeutically. If the 
parents prefer to have everything done, then one 
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has everything done that is customary. In spina 
bifida, especially, there is a non-negligible psy- 
chological factor. If they prefer to leave things 
as they are, after due council, one should lose 
no sleep in conniving at that decision in either 
condition. 

Two anomalies of the intestinal tract are of 
especial interest, one always terminating fatally 
in the early neo-natal period—the other readily 
curable at any period. Congenital atresva of the 
esophagus, nearly always of the type in which 
the upper portion ends blindly as a dilated sack, 
while the lower, narrower portion passes from 
the stomach into the bifurcation of the trachea, 
is not one of the rarest anomalies. I have seen 
some 8 or 9 cases all of this type. It is readily 
diagnosed on the first day of life from the mu- 
cus that both flows constantly from the more 
dependent part of the mouth, and that forms a 
whitish froth at the opening into the nares; 
from the fact that the second or third swallow 
of water is always accompanied by jets of fluid 
returned through the nose, followed by deepest 
cyanosis, choking and coughing, with the appear- 
ance of imminent death from strangulation ; and 
from the fact that a sound ends abruptly at 
about 12 ce. m. from the alveolar process. No 
treatment has ever been of any avail—all sur- 
gery has only hastened the fatal end. The only 
treatment that might be of value and that from 
the nature of things ean do no real harm would 
be to give a hard push to the esophageal sound 
in the hope that there might be a simple thin 
membraneous obstruction. Grulee has reported 
a case of this type, but failed to push. 

The rectal end of the intestinal tract is the 
seat of a host of congenital anomalies. All are 
of surgical interest only, except a simple iris- 
diaphragm type of obstruction that is due to an 
imperfect embryological fusion of the hollow 
mesenteron and proctodeum. In seven such cases 
that I have reported, nearly all presenting mega- 
colon, abdominal distension, vomiting, constipa- 
tion and great distress the obstruction was read- 
ily and permanently relieved by simple digital 
dilation. 

A congenital heart requires no treatment dur- 
ing the neo-natal period. Parenthetically, it 
might be well to say that the patent foramen 
ovale as a cause of morbidity, and perhaps even 
of physical signs has long ago lost its standing 
in well informed pediatric circles. And also 
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that a loud basal systolic, or a humming top, 
murmur, without cyanosis, clubbing of fingers 
and toes, and polycythemia, is probably more 
frequent than the latter type and does not nec- 
essarily offer a bad prognosis. 

Major anomalies, chiefly ddated ureters and 
kidney pelves, and dilated bladders and ureters, 
due, respectively, to ureteral and vesical neck 
obstructions, are among the commonest malfor- 
mations encountered, unfortunately usually post- 
mortem. They were present in 13 per cent of 
the last 100 autopsies at the Children’s Memo- 
rial Hospital. Often the symptoms are very 
minor, and quite misleading. Several were sus- 
pected of having pyloric stenosis, one was even 
operated on. Only a distended bladder or pal- 
pable kidney, commonly with pyuria and sepsis, 
can lead to a correct diagnosis. If the pyuria 
does not clear up after a short period; or if the 
bladder or kidney are readily palpable; or if 
the fever persists, a urologist should be brought 
in before it is too late. We have become deeply 
impressed with this fact. 

The prevention of birth traumata concerns 
chiefly the obstetrician; the treatment falls to 
the pediatrician and eventually to the orthope- 
die surgeon. The pediatrician is deeply inter- 
ested in informing the obstetrician that he still 
sees an appalling number of congenital spastic 
paralyses due to intracranial hemorrhage from 
birth trauma; and that he has the impression 
that their number is not lessening to an appre- 
ciable degree. The explanation lies no doubt 
in the fact that only the minority of patients 
have expert obstetrical care ; that the midwife still 
holds forth; and that it is among the poor and 
ignorant majority that this condition is rife. 
So long as it continues, it represents an enor- 
mous wastage, and remains a challenge to things 
as they are. 

The child that is born with a sufficiently se- 
vere cerebral hemorrhage fortunately dies at or 
shortly after birth. There is on the other hand 
every reason to believe that a large number of 
babies have hemorrhages that escape positive 
diagnosis and leave no tangible results. It is the 
child with a moderate hemorrhage that remains 
permanently damaged. In recent times the policy 
of leaving them alone has been superseded to 
some extent by an extensive flurry of treating 
them all by lumbar puncture. Excellent results 
have been reported in a field in which the diag- 
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nosis is difficult, often enough impossible, and 
in which it is manifestly impossible to tell 
whether a favorable result is one of therapy, or 
of coincidence, or of a mistake in diagnosis. 
Hemorrhages are rarely single and are by no 
means restricted to the meninges and to the ven- 
tricles. Schwartz has shown that within 24 
hours there are irreparable and _ increasing 
changes in the area of hemorrhage. At an earlier 
period the withdrawal of spinal fluid and blood, 
and the increased intracranial pressure that nec- 
essarily accompanies the forced posture and the 
crying of lumber puncture would seem rather to 
promote hemorrhage than to stop it or to remove 
it. For all of these reasons I am fully in accord 
with Grulee that lumbar puncture is of little, 
if any therapeutic value, and that it is inconclu- 
sive and even dangerous diagnostically. While 
hints of direct surgical attack are always in evi- 
dence, such interference has never occurred in 
my own experience. The difficulty in localizing 
hemorrhages, in evaluating their number and 
extent, and the psychological aspects of such an 
operation that offers so little, would seem to re- 
strict its usefulness almost to zero. The para- 
mount indication in treatment would still seem 


to be as nearly absolute rest as can be obtained 
early, with the aid of sedatives if necessary, and 
the minimizing of all effort by feeding with a 


medicine dropper. Even if it were true, as held 
by some, that an altered blood condition, such 
as obtains in hemorrhagic disease of the new- 
born, accounted for some or many of these hem- 
orrhages, instead of trauma alone, it would help 
us little. After the hemorrhage has occurred the 
injection of serum or blood would not repair the 
damage already done; and one is hardly pre- 
pared as yet to treat all newborn babies by pro- 
phylactic injection in order to catch less than 
one case in a hundred. 

Cephalhamatoma is an extracranial, subperi- 
osteal hemorrhage restricted always to the bone 
on which it occurs, and requires no treatment. 
The same is true during the neo-natal period 
of sterno-cleido-mastoid hematoma and of facial 
palsy. The orthopedic surgeon is best able to 
treat an Erb’s palsy, or other paralysis, from the 
beginning, because he knows best how to avoid 
tension on a paralyzed muscle. 

Hemorrhagic disease of the newborn presents 
one of the high points of dramatic interest in 
medicine—as well as one of the most striking 
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therapeutic results. In my earlier days it was 
one of the things that we dreaded as we now do 
tetanus or tuberculous meningitis. Except for a 
very occasional simple melena or a vaginal hem- 
orrhage, both probably on a different pathologi- 
cal basis, I never knew one to live. We fought 
the fight with gelatine by mouth and subcuta- 
neously ; with styptics internally and externally ; 
with compresses and packs; but they all died. 
The climax of my own experience came when 
I saw the second, as well as the first, of two 
successive children in one family die of this 
fearful disease. For a time we used horse serum, 
or rabbit serum, with good results. Since using 
human blood serum, or whole human blood up 
to 30 ¢. ¢., injected intramuscularly, I have seen 
no death. For a time I had a number of cases 
transfused, artery to vein, by Lespinasse, who 
did more than 50 of these cases with spectacu- 
lar results and with spectacular technique. To 
see one of these babies that had bled white, or 
blue gray, with barely perceptible heart beat and 
respiration, turn rosy red as the blood flowed 
in, breathe freely and finally let out a lusty 
cry, was to get one of those rare thrills in medi- 
cine that suggest the miraculous. In greatly ex- 
sanguinated cases, with time and the requisite 
technique immediately on hand, it still has a 
field of great usefulness. Convalescence is elimi- 
nated. It not only stops hemorrhage, it re- 
stores the full volume of blood. Now that the 
diagnosis is nearly always made early, the lesser 
transfusions have proven adequate. 

The ordinary contagious diseases hardly enter 
into a consideration of the neo-natal period. The 
newborn baby is all but immune to most of 
them. Two striking exceptions stand out and 
ery for prophylaxis—whooping-cough and tuber- 
culosts. Anyone who has seen one newborn baby 
with each new paroxysm of whooping-cough 
turn blue, black, cease to breathe and instead 
of coughing pass each time into a convulsion, 
and ultimately die, can ever again be careless 
about contact of a newborn baby with pertussis, 
The mother’s milk should offer no inducements 
if she has the disease. The same is true of tuber- 
culosis. The younger the baby the greater the 
danger. The mother who has an open tubercu- 
losis that so commonly gets worse after delivery 
can hardly live in the same house without almost 
surely infecting her young baby with results 
that we still see only too often. Maternal in- 
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stinct can hardly be trusted in a situation so 
fraught with danger. Almost equal care is of 
course necessary about others similarly afflicted. 

Gonococcus infections have no longer the ter- 
ror they had for Credé when 11 per cent of his 
babies developed gonococcus ophthalmia. The 
obstetrician and the law have well handled this 
situation following the simple prophylactic 
measures introduced by Credé. It is still a lit- 
tle of a mystery why erroneously so-called gono- 
coccus vulvo-vaginitis, at one time the dread 
of all hospital-wards for older female infants 
and girls, is so rare in the newborn. I have 
myself never seen it. Lessened exposure during 
delivery, as compared with the eye, can hardly 
explain the lack of contagion in a disease 80 
contagious. A temporary local immunity, or the 
absence of certain necessary factors that are op- 
erative in the transmission to the older baby, 
suggest themselves but lack proof. 

Congenital syphilis relatively rarely presents 
recognizable, or at least recognized, symptoms 
during the puerperal period, as compared with 
the weeks following this time. If evident at 
birth it represents nearly always a recent infec- 
tion in the parents and a virulent infection in 
the baby that demands immediate and vigorous 
treatment. If symptoms appear later it usually 
means an older parental infection and there is 
nearly always a history of one or more succes- 
sively later miscarriages. Such a history calls 
for investigation and prophylaxis on the part of 
the attending physician. With 132 cases of con- 
genital syphilis treated in the last year at the 
Children’s Memorial Hospital we have a feeling 
that the obstetrician has a real obligation to 
try to prevent such a condition. The best time 
to treat congenital syphilis is long before con- 
ception takes place; the second best time is dur- 
ing pregnancy as early as possible. A careful 
scrutiny of the mother’s history, questioning the 
father as to a history of infection, plus a reli- 
able routine Wassermann test of the mother, 
and if positive a vigorous treatment of the 
mother and later of the child, ought to help 
greatly in lessening the incidence of death and 
of the severer manifestations of the disease in 
the baby. Unfortunately these cannot yet be 
utilized adequately in just that stratum in which 
they are most needed. 

Erysipelas, sepsis of the newborn, umbilical 
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infections and tetanus are now among the rari- 
ties, thanks to obstetric technique. 

Greater interest attaches to a very widespread 
infection that occurs in epidemic or endemic 
form in nearly all good hospitals. Hospitals in 
which impetigo contagiosum, once called pem- 
phigus neo-natorum, does not occur either have 
no maternity wards, or else do not recognize 
the disease. I have myself had the impression 
that there is something about the puerperium, 
perhaps the mother’s milk, or mother’s milk 
stools; perhaps the baby’s delicate skin and the 
way in which it is treated, or maceration from 
wet or soiled diapers, that makes for infection 
with impetigo at this period, without necessary 
contact with another case, which is usually con- 
sidered a desideratum in contagion. In one in- 
stitution the condition nearly ceased when the 
babies were no longer oiled daily, a second argu- 
ment against that unpleasant practice. I knew 
a baby in an excellent, most sanitary home, that 
was born before either doctor or nurse could get 
there, with only the father in attendance, and 
yet a few days later the baby had an abundant 
crop of pustules. Immediate and rigid isolation 
is, of course, indicated and each new lesion 
should be pounced upon at once. Regardless of 
finer detail of etiologic diagnosis I have never 
seen an impetigo neonatorum non-syphiliticum 
that did not yield promptly to 2 per cent am- 
moniated mercury ointment, applied several 
times daily to each pustule after the top was 
brushed off, and, what is very important, for a 
number of days thereafter. So long as there is 
even a suspicion, and there is much more than 
that, that the ghastly and appallingly fatal der- 
matitis exfoliativa has a common origin with 
impetigo contagiosum, it behooves us to strike 
early, hard and long in ever case. 

The treatment of engorged, breasts in the baby 
was admirably epitomized by Hamilton over 100 
years ago: “The unnatural but common prac- 
tice of forcibly squeezing the delicate breasts of 
a new born infant, by the rough hand of the 
nurse, is the most general source of inflamma- 
tions in these parts. The consequence of this 
practice often is suppuration and abscess; and 
hence, besides the hazard of disagreeable marks 
left in the bosom of girls, the future woman 
may be prevented from ever fulfilling the duties 
of nursing. Parents cannot therefore be too 
careful in watching against this unnatural and 
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improper custom.” Fortunately these precepts 
are now followed almost universally. I recently 
saw a girl of twelve years in the budding stage 
of puberty, in whom one breast was badly scarred 
and about one-half the size of the other, giving 
every indication that there would be later both 
an esthetic and a physiologic handicap. I men- 
tion this because we so rarely see the later re- 
sult of such mistreatment. 

_ Inflammation in the mother’s breast with our 
present knowledge of infant feeding nearly al- 
ways becomes an indication for permanent wean- 
ing from that breast before suppuration occurs. 
Complete rest in bed with support and a big 
hot wet boric dressing over and about the breast 
seems to me the logical treatment, as in other 
inflammations, rather than the ice bag now so 
commonly applied in this condition. 

707 Fullerton Ave. 





IODINE THERAPY IN PULMONARY 
TUBERCULOSIS 


S. Loumos, M. D. 
CHICAGO 


The introduction of iodine as a therapeutic 
agent in pulmonary tuberculosis, during recent 
years, has given rise to a great deal of dis- 
cussion as to its therapeutic value, if any, and 
the most suitable dosage. 

One of its advocates in France, Dr. Bernaud, 
uses extensive doses in all stages and all forms 
of pulmonary tuberculosis’. 

A number of other investigators, e. g.: Bezan- 
con and Burnaud, have taken the opposite stand 
in this matter. Dr. Niagoul-Fousal, on the 
other hand, considers the use of iodine as a 
valuable therapeutic agent only in cases of 
chronic pulmonary tuberculosis. Dr. Niagoul- 
Fousal in cooperation with Dr. Marisal as the 
result of recent observations have concluded 
again that iodine is valuable, but only in the 
chronic and non-progressive forms of the dis- 
ease and when the temperature is low’. 

In America, Ritter has done the pioneer work 
in this field. He found satisfactory results by 
the use of large doses of iodine in the form of 
tincture‘. 

Recently Mariette reported unsatisfactory re- 
sults with the use of iodine’. 

The diametrically opposed reports would lead 


Ss. LOUMOS 


461 


one to assume that the last word has not been 
spoken in the treatment of pulmonary tuber- 
culosis with iodine. This drug has proven of 
unquestionable value in the treatment of thyroid 
disease. In my ten years of service as a medical 
officer in the Greek army I was particularly im- 
pressed with the freqeuent association of varying 
degrees of hyperthyroidism in the presence of 
pulmonary tuberculosis. Because of this very 
frequent association of these two conditions I 
have been forced to assume that there may be 
some intimate relationship between the thyroid 
dysfunction and pulmonary tuberculosis. I could 
not reconcile myself to the thought that this 
association might be only a mere coincidence. I 
have tried, therefore, iodine therapy in a small 
series of patients and was pleased to notice very 
satisfactory results in pulmonary tuberculosis. 

Iodine was given in decreasing doses over a 
prolonged period of time. We gave metallic 
iodine in the form of tincture in doses varying 
from five to fifteen centigrams per twenty-four 
hours over a period of 20 to 30 days. After 
an interruption of 15 days we resumed the io- 
dine administration for another period of 20 
to 30 days. When the patient showed improve- 
ment of his general condition, we diminished 
the amount administered, until the activity be- 
came quiescent. By giving iodine with calcium 
phosphate or with arsenic we have been able 
to increase the tolerance to iodine and thus were 
able to give it over a longer period. 

We tried iodine therapy in 20 cases of frank 
pulmonary tuberculosis. Our diagnosis was 
based on the history, the physical findings, and 
the roentgen findings. The patients were be- 
tween the ages of 18 and 30 years of age. Five 
were female and fifteen were males. In 16 
of these we noticed the presence of minimal 
lesions in one or both apices. The remaining 
four had moderately advanced lesions. Two from 
this last group were discharged as arrested after 
a course of treatment extending over a period 
of % months. The other two showed an in- 
tolerance to iodine and the treatment was 
promptly terminated. Of the remaining 16 
cases none presented any febrile reaction above 
101 degrees F. during the treatment of iodine. 
After a period of treatment lasting from 2 to 
5 months all active lesions became quiescent 
and the patients did not present either fever 
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or local findings in the lungs while the general 
condition greatly improved. 


SUMMARY 


In a smal] series of cases with pulmonary tu- 
berculosis we administered tincture of iodine in 
small doses by mouth. 

We gradually decreased the dosage instead of 
increasing it on the assumption that as im- 
provement was noticed the demand for the drug 
would naturally become less, and thus hyper- 
thyroidism or iodine intolerance was avoided. 

After a course of iodine administration ex- 
tending over a period of 20 to 30 days we al- 
lowed for a rest period of 15 days. 

By giving phosphates or arsenicals along 
with iodine we were able to increase the toler- 
ance so that iodine could be given over a longer 
period of time. 
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MEDICAL ECONOMICS FROM THE 
STANDPOINT OF THE PHY- 
SICIAN’S WIFE 
FLORENCE AIRD 
CARTERVILLE, ILL. 


The first doctor’s wife, as she sat in her 
cozy, if somewhat smoky cave, and watched her 
next door neighbor swing proudly past its en- 
trance, doubtless said to herself, “By rights that 


new fur coat is mine. If her husband would 
pay my husband what he owes him, I'd be the 
one to be out in this clear, cold air getting a 
little much needed exercise to keep my hips 
down, instead of sitting here by the fire, wait- 
ing for Spring and warm weather.” 

And down through the ages has come that 
same plaint, that same unanswered question: 
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“What’s wrong, that I cannot have what has 
been earned (with considerable help on my 
part) for me?” 

The modern physician’s wife has “got her 
money’s worth” of wondering. She hauls down 
the Encyclopedia and turns to the letter E. Ea, 
Eb, Ec, that’s it—Economics. “Economics in- 
cludes the discussion of all the numerous fac- 
tors which make life profitable, whether to the 
nation, or to the business, or to the individual 
man.” Not so bad. If there’s anything in the 
nature of a discussion in the offing, she feels 
quite capable of doing her bit, though rather 
pessimistic through long experience as to its 
getting her anywhere. Certainly she knows of 
a good many factors that make life unprofitable 
from a financial standpoint, but about them— 
what to do, what to do? 


The average physician’s wife has seen her 
husband working night and day, doing good 
work and successful work and seemingly appre- 
ciated work; earning enough, but never able to 
get his collections within speaking distance of 
his earnings. She has seen him do without 
things he needed, and which his earnings would 
have amply provided for him, rather than ask 
for what was due him. Also she has seen his 
willingness that the entire family should keep 
him company in this business of “doing with- 
out.” 

She has stood by and heard men say “I’ve 
got everyone paid now but you, Doc, and [ 
knew you weren’t needing it.” “And she has 
wanted to say what both she and the men knew 
that the doctor would never say—“What is to 
keep him from needing it, as long as people 
pay their doctor for his services only after they 
have finished paying all their other bills and 
find that they have a little money left that they 
have no particular use for?” 


She has heard still others say, “I’ve not got 
the money, doctor. My grocery bill .takes all 
I can make, and we’ve got to live.” And only 
loyalty to the man who would not want her to 
say it, keeps back the words “That’s just the 
way you felt about it when you sent for the 
doctor, wasn’t it? You had to live. Groceries 
may keep you alive when you’re well, but it 
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takes the doctor to do it when you’re sick. Then 
why give the grocer all the cash?” 

She has even heard a man say to her husband, 

“I’m sorry, doctor, that I can’t pay you what I 
owe you just now, but it is costing me so much 
to send my son to college, that I’ll have to ask 
you to wait for your money,” and she has longed 
to say to him, “Well, that’s one way of getting 
money to send your son to college without pay- 
ing interest for it; but if you are using money 
that belongs to us, I’m afraid I’ll have to tell 
you that I can see no reason why we should pay 
your son’s college expenses.” Does she say it? 
Why no. No more than the cave woman of a 
bygone age clipped her swaggering friend of the 
new fur coat over the head with a fire brand, 
and took the garment of which she felt unjustly 
deprived, away from her. On second thought, 
though, perhaps that’s exactly what she did do. 
Those were the days! 
” The average physician’s long-suffering wife 
has heard, in fact, all kinds of excuses for fail- 
ure to pay money justly and, in most cases, 
past due, and the doctor’s attitude in the mat- 
ter has been only a little less inexplicable to her 
than his dilatory patients’ method of reasoning. 
Laziness? No. Selfishness? No. Perhaps just 
a fear, probably unacknowledged even to him- 
self, that he would lose both caste and patients 
if he walked in the ordinary ways of mankind, 
and refused to accept in sole payment for his 
services, the gratitude that makes a splendid 
complementary to cash, but by itself “buys no 
beans,” 

The patient’s attitude is probably a hang- 
over from the days when a doctor’s remedies 
consisted of herbs grown in the garden that also 
supplied him with his daily food; when office 
hours were unheard of, and when the practice 
of medicine was not a vocation, but a man’s 
contribution to the welfare of mankind, for 
which he would no more ask compensation than 
he would for pointing out the road to Heaven. 
Times have changed, but habits are hard to get 
tid of, and especially does mankind cling to, 
and try to find excuse for, those habits which 
save his pocket book an uncomfortable strain. 

As for the doctor’s attitude toward compen- 
sation, perhaps we must hark back again to the 
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time when gratitude, and not the coin of the 
realm, was the only payment expected or re- 
ceived; when the doctor occupied a pedestal 
above the common walks of men; a position 
from which in these later days he considers it 
undignified to descend, even though uncomforta- 
ble to maintain. 

Isn’t it just possible that the doctor feels that 
the attitude of adoration on the part of his 
patients might give way to one of surprised 
resentment on receipt of a bill for services ren- 
dered? That his position on a pedestal might 
suffer, if he sent out bills as the butcher, the 
baker, and the candlestick maker, do? That he 
would fain be held to be of finer clay than they ? 

There was a time when it was considered a 
shameful thing for a woman to appear in church 
with an uncovered head. If you remember, the 
apostle Paul made some very pointed remarks 
on the subject. But who agrees with him on 
that theory now? And not so very many years 
ago there were those among us who were in- 
clined to think that a woman’s honor was in- 
extricably entangled in her long tresses, and 
that shorn locks meant weakened morals. What 
has become of that foolish idea? So, always, 
there is a constant transition of viewpoint. And 
it is high time that mankind in general became 
accustomed to the fact that the practice of medi- 
cine is now a business as well as a profession, 
and should be governed by the laws of business 
as well as the ethics of the profession. There’s 
bound to be more or less disillusionment on the 
part of the public during the change from an 
outgrown theory to a present reasonable prac- 
tice—disillusionment perhaps as profound as 
that of the small boy who whispered darkly to 
his companion, “There ain’t no Santa Claus, 
Jimmie! I’ve just found it out. And when I 
git a little more time I’m goin’ to look into this 
Jesus business, too! 

There must always be disillusionment with 
the old idea, before a new one takes its place; 
and the process of transition has its discom- 
forts. But the practice of Medicine as a Busi- 
ness as well as a Profession is bound to come. 
So why not get down off that uncomfortable 
pedestal, which has no appropriate place in this 
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age of practicality and reason, and give the new 
idea a helpful push in the right direction? 
308 North Division St. 





MEDICINAL PROHIBITION 


The “Chicago Tribune” has little sympathy with Mr. 
Volstead as a physician; in fact it considers him as a 
downright fraud as a practitioner of medicine. 

Here is what the “Tribune” says: 

“The law enters the sick room with the doctor, takes 
the medicine, a medicine dropper, and a spoon, and 
measures out what the patient is to have. If the doctor 
disagrees, he’ll have to bootleg the remainder to the 
patient.” 

“The requirements of hospitals and of sick rooms 
have no appeal to prohibitionists. They are concerned 
only with the personal habits of people able to take 
care of themselves and, rather than that a man should 
get a pint as a beverage, they would sacrifice the sick. 

“The restriction on whisky as prescribed by physi- 
cians should be taken out of the Volstead act in com- 
mon decency and the medicinal use of any form of 
alcohol should be granted. 

“Savagery in prohibition has been progressive. It 
has been injected into statutes and into regulations, 
into the practices of enforcement units and the de- 
mands of professional prohibitionists. It has con- 
sidered none of the old protections of life and property. 
It regards assassination lightly, liberty as nothing, and 
property negligible. It would padlock a sick room as 
readily as a roadhouse, and treat a dying man as a 
drunken bum.” 





UNITY IN MEDICINE 


“Medicine is the only world-wide profession, follow- 
ing everywhere the same methods, actuated by the 
same ambitions, and pursuing the same ends. This 
homogeneity, its most characteristic feature, is not 
shared by the law, and not by the church, certainly 
not in the same degree. While in antiquity the law 
rivals medicine, there is not in it that extraordinary 
solidarity which makes the physician at home in any 
country, in any place where two or three sons of men 
are gathered together. Similar in its high aims and 
in the devotion of its officers, the Christian Church, 
widespread as it is, and saturated with the humanitarian 
instincts of its Founder, yet lacks that catholicity— 
urbi et orbi—which enables the physician to practice 
the same art amid the same surroundings in every coun- 
try of the earth. There is a unity, too, in its aims— 
the prevention of disease by discovering their causes. 
and the cure and relief of sickness and suffering.” 

—William Osler. 





THE PHYSICIAN 
There are men and classes of men that stand above 
the common herd: the soldier, the sailor, and the 
shepherd not infrequently; the artist rarely; rarelier 
stil, the clergyman; the physician almost as a rule. 
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He is the flower (such as it is) of our civilization; 
and when that stage of man is done with, and only 
remembered to be marveled at in history, he will be 
thought to have shared as little as any in the defects 
of the period, and most notably exhibited the virtues 
of the race. Generosity he has, such as is possible to 
those who practice an art, never to those who drive a 
trade; discretion, tested by a hundred, secrets; tact, 
tried in a thousand embarrassments; and what are 
more important, Herculean cheerfulness and courage. 
So it is that he brings air and cheer into the sickroom, 
and often enough, though not so often as he wishes, 
brings healing—From the Dedication of the “Under- 
woods”—Robert Louis Stevenson. 





NOT IN THE THREE HUNDRED CLASS 
Paedaretus, when he was not elected to be one of 
the three hundred (which was the highest honor and 
office in the city), went away cheerfully and smiling, 
saying he was glad if the city had three hundred better 
citizens than himself.—Plutarch. 





He—“Do you think ignorance is bliss?” 
She—“Well, you look happy.” 





Society Proceedings 


ADAMS COUNTY 


The regular monthly meeting of the Society was 
called to order at the Elks Club by the president at 
8:30 P. M., November 12, 1928. Thirty-seven members 
were present. 

Doctor Ralph A. Kinsella, professor of medicine 
at St. Louis University School of Medicine, gave an 
interesting paper entitled “Recent Studies of Rheuma- 
tism.” The paper was largely devoted to the study of 
the bacteriologic origin of acute inflammatory rheuma- 
tism and was illustrated with lantern slides, Doctors 
Ralph McReynolds, Warren Pearce, T. B. Knox, O. F. 
Shulian, W. H, Baker, J, A. Koch and C, D, Center 
took part in the discussion of paper, which was closed 
by Dr. Kinsella, 

Dr. Carson Gabriel gave a brief report of the inter- 
esting events at the 1928 meeting of the American 
Academy of Ophthalmology and Otolaryngology, held 
in St. Louis, 

Dr. John A. Koch reported some of the interesting 
events of the 1928 meeting of the American College of 
Surgeons, held at Boston. 

The question of cancelling the contract of one of 
our advertisers was presented by Dr. Baker, and, after 
considerable discussion, in which the person affected 
was given an opportunity to present his side of the 
case, a motion was carried, without dissenting vote, 
approving of the action of the Council. 

The secretary made a motion that honorary member- 
ship in the Adams County Medical Society be con- 
ferred on Drs. William Robert Cubbins. Harry Edgar 
Mock, Paul B. Magnuson, Irving S. Cutter, James Gray 
Carr, Joseph B. DeLee of Chicago, and Ralph A. 
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Kinsella of St. Louis. 
carried. 

Dr. R. A. Harris was called upon for a few remarks 
concerning the progress that the Library Committee 
was making. Dr. C. A. Wells made a motion that the 
quarters for the library in the W. C. U. Building be 
known as the Library and Club of the Adams County 
Medical Society, which was readily carried. 

The applications for membership in the society by 
Drs. Martha Anderson, N. A. Blickhan and Charles 
N. Becker were turned over to the Board of Censors. 

The meeting was adjourned about 10:40 P. M. 

Harotp Swanserc, M. D., Secretary. 


The motion, as stated, was 





COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Goiter Symposium. November 7, 1928 
. “The Science and Safety of the Prevention of 
O. F. Kimball, Cleveland, Ohio 
2. “The Treatment of Goiter:” 
(a) From the Standpoint of the Internist... 
Solomon Strouse 
(b) From the Standpoint of the Surgeon.... 
E. P. Sloan. Bloomington, IIl. 
(c).From the Standpoint of the Roentgen- 


Discussion: Joseph L. Miller, Oscar Nadeau, Walter 
W. Hamburger, E. L. Jenkinson. 
Regular Meeting, November 14, 1928 
Gilbert M. McClurg, Colorado Springs, Colorado, 
presented his Travel Talk, “Fly with Me Above Pike’s 
Peak,” brilliantly illustrated with motion pictures and 
beautifully painted stereopticon slides. 


Program Furnished by the Illinois Society for Mental 
Hygiene, Nov. 21, 1928 

“What Is Illinois Doing for Its Mentally Afflicted, 
Present and Future?”—Ralph C. Hamill, Presi- 
dent, presiding. 

“The Present Situation, a Basis for Comparison” 
H. Douglas Singer, Professor of Neurology, 
University of Illinois Medical School—former 
Acting Medical Director of Illinois Society for 
Mental Hygiene. 

“Report of the Legislative Committee—Plans for 
the Future’—Charles Read, Chairman. 

“The Development of a Modern Institution”—W. G. 
Murray, Managing Officer Dixon State Hospital. 

“The Need—As the Court Sees It”—-Mary Bartelme, 
Judge of the Juvenile Court of Cook County. 

“What Is It Doing for Crime?”—Frank J. Loesch, 
President Chicago Crime Commission. 

Discussion by Edward Ochsner, Sidney Wilgus, 
Lewis J. Pollock, F. J. Gerty, Miss Amelia Sears, 
Judge Hugo Pam. 





DE KALB COUNTY 
Nov. 8, 1928, the De Kalb County Medical Society, 
with twenty-one physicians present, met for dinner at 
the Glidden Hospital, De Kalb, Ill. 
“Intra-~Cranial Cases” was the subject of the pro- 
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gram, which was put on by the statf of the Glidden 
Hospital. 

Dr. Thos. McEachern of Rochelle reported a case 
of brain abscess, a case of brain tumor, and a case 
of meningitis. These three cases occurred in Dr. Mc- 
Eachern’s practice during the past year. In the case 
of brain tumor, Dr. McEachern showed a picture of 
the brain, with the tumor, the size of a golf ball, on 
the right auditory nerve. 

Dr. Clifford E. Smith of De Kalb, who worked with 
Dr. McEachern on these cases, discussed the aid which 
an oculist and aurist can render in arriving at a 
diagnosis. 

Dr. C. H. Schaller of Rochelle reported three cases 
of brain tumor, with two patients living after operations 
by Drs. Loyal Davis and Cushing. 

The papers were discussed by Drs. J. A. Badgley, 
Wm. E. Baker, A. R. Bogue, P. I. Hopkins, S. L. 
Anderson, Irving L. Heckman and E. W. Telford. 

Officers elected for 1929 were as follows: 

President, S. L. Anderson, M. D., De Kalb; vice- 
president, Dean F. Brooke, M. D., Genoa; secretary 
and treasurer, Clifford E. Smith, M. D., De Kalb; 
censor for three years, Robert G. Dakin, M. D., Sand- 
wich. A rising vote of thanks was given Miss Agnes 
A. Hatch, the Glidden Hospital and its staff for the 
splendid dinner and program. 

Cirrrorp E. Smit, Secretary, 
De Kalb County Medical Society. 





THE DISTRICT MEDICAL SOCIETY OF 
CENTRAL ILLINOIS 

The fifty-second semi-annual meeting of the District 
Medical Society of Central Illinois, held Oct. 30 at 
Pana, was one of the most interesting meetings ever 
held by this Society in the last ten years. For the 
last two years the programs have been sponsored by 
the different towns in the District. 

At this meeting the medical profession of Springfield 
put on the entire program. We had well-attended and 
interesting clinics in the morning at the Huber Me- 
morial Hospital. There were about forty-five physi- 
cians present at the clinics. The afternoon session 
was entirely given over to the reading and discussing 
of the different papers, with about sixty physicians 
present. The Society is growing in numbers and in- 
terest. 

The program was as follows: 

“Advantages of Early Treatment in Certain Con- 
genital Deformities”...............6+ 
“Acute Abdomen” 


“Juvenile Athyrosis” H. G. Blankmeyer 
A surgical clinic was held by Charles Patton, chest 
clinic by Hermon Cole, and medical clinic by S. E. 
Munson. 
F. A. Martin, 
Secy. & Treas. 
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LA SALLE COUNTY 

The LaSalle County Medical Society held their an- 
nual meeting in Streator on October 23. The follow- 
ing program was presented: 
“The Use of Small Doses of Radium at a Distance 

in the Treatment of Cancer” 

Roswell T. Pettit, Ottawa 

“Treatment of Puerperal Sepsis”.D. D. Maple, Chicago 
“Practical Points in Dermatology” (illustrated with 

lantern slides) Edward A. Oliver, Chicago 
“The Acute Abdomen” James T. Gregory, Chicago 

There were about fifty doctors present. 





SOUTHERN ILLINOIS MEDICAL 
ASSOCIATION 

The fifty-fourth annual meeting of the Southern 
Illinois Medical Association was held in Mount Ver- 
non on November 8 and 9. Over one hundred physi- 
cians registered. Many physicians were accompanied 
by their wives, for whose entertainment ample provi- 
sions were made by the ladies of the Jefferson County 
Medical Society. 

Dr. John E. Tuite, President Hlinois State Medical 
Society, made an address on “The Benefits of Medical 
Organization.” Dr. William T. Coughlin of St. Louis 
spoke on “Head Injuries”; otherwise the program was 
made up by the membership of the organization. 

A banquet was given Thursday evening, at which 
Mrs. G. Henry Mundt, President of the Women’s 
Auxiliary, and Dr. John R. Neal, Chairman of the 
Legislative Committee Illinois State Medical Society, 
were the speakers. Dr. Andy Hall of Mt. Vernon 
was toastmaster. 

The election of officers resulted in the following 
selections: President, Dr. A. R. Carter of Murphys- 
boro; 1st vice-president, Dr. R. F. Lischer of Mas- 
coutah; 2nd vice-president, Dr. Charles W. Hall of 
Mt. Vernon; secretary-treasurer, Dr. W. J. Benner, 
Anna; assistant secretary, Dr. J. E. Reed of Benton. 

Benton was chosen as the place of meeting for next 
year. 

W. J. Benner, Secretary. 





Marriages 


Joun W. Brennan, Chicago, to Miss Edna 
Elizabeth Brophy, of Sauk Center, Minnesota, 
August 17. 





Personals 


Dr. Royal L. Eddington, Lacon, was elected 
coroner of Marshall County, November 6. 

After a visit to Chicago this summer Dr. and 
Mrs. Frank Allport have returned to Nice, 
France, to live. 

Dr. Jesse W. Carr has been appointed health 
officer of the village of La Grange. 
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Dr. Herman T. Bechtold, O’Fallon, was guest 
of honor at a dinner, November 11, in celebra- 
tion of his seventy-fifth birthday. 


Dr. John K. Shumate has been appointed 
superintendent of the Livingston County Tuber- 
culosis Sanatorium, Pontiac. 


Dr. Clarence O. Sappington has been ap- 
pointed the first director of the newly created 
division of industrial health of the National 
Safety Council, Chicago. 


Dr. Edwin R. Le Count, professor of path- 
ology, Rush Medical College, addressed the sec- 
tion on pathology of the Buffalo Academy of 
Medicine, Buffalo, October 31, on “Causes of 
Sudden Death.” 


Victor E. Emmel, Ph.D., professor and head 
of the department of anatomy, University of IIli- 
nois College of Medicine, died suddenly of heart 
disease, November 7, while boarding a train at 
Glen Ellyn. 


Dr. Frederick B. Moorehead gave an illus- 
trated lecture on “Plastic Surgery from the 
Standpoint of the Layman and the Surgeon,” 
November 11, at the Chicago Academy of Sci- 
ences in Lincoln Park; this was one of a series 
of free public lectures offered by the museum. 


Col. J. D. Graham, I.M.S., representative of 
India on the health committee of the League of 
Nations and Office Internationale, Paris, public 
health commissioner with the government of 
India, and secretary of the governing body of 
the Indian Research Fund Association, visited 
Chicago, November 29-December 3, as the guest 
of the Rockefeller Foundation to observe public 
health activities. 


Dr. Herman N. Bundesen, former health com- 
missioner of Chicago, was elected coroner of 
Cook County November 6 by a very large vote. 


Col. Bailey K. Ashford, U. S. Army, retired, 
addressed a joint meeting of the Institute of 
Medicine of Chicago and Northwestern Univer- 
sity Medical School, November 15, at 303 East 
Chicago Avenue, on “Sprue and the. Relation of 
Its Anemia to Pernicious Anemia.” Col. Ash- 
ford has spent many years in tropical countries, 
particularly Porto Rico, where he did much 
clinical and research work on sprue. 


Dr. Benjamin Goldberg, member. and secre- 
tary of the Board of Directors of the Municipal 





Decen 


Tuber 
annua 
and | 
1928, 

“A Ui 


—T 
Chicag 
26, Wi 
“Impa 
tremit 
kee, or 

—A 
Park «¢ 
LaRab 
institu 
Sanatc 
confor. 


ings. 
—T 
held i 
school 
23. T 
Minn., 


D. The 


—T 
Disease 
city, a 
care il 
week, | 
zens W 
physici 
under 1 

—TI 
dressed 
on “Jy 
Semina 
muscul 
Daniel 
man ar 


—In 
outbrea 
trict a 
which 
The he; 
no dan, 
sons ha 


pated 
ional 


path- 
Sec: 
y of 
s of 


head 
‘Tili- 
heart 
in at 


illus- 
the 
20n,” 
Sci- 
eries 
. 


re of 
1e of 
ublic 
t of 
y of 
sited 
ruest 
ublic 


December, 1928 NEWS 


Tuberculosis Sanitarium, Chicago, addressed the 
annual meeting of the New York Tuberculosis 
and Public Health Association, November 22, 
1928, at the Biltmore Hotel, New York City, on 
“A Unified Plan of Tuberculosis Control.” 





News Notes 


—The one hundredth regular meeting of the 
Chicago Society of Internal Medicine, November 
26, was addressed by Dr. Géza de Takadts on 
“Impairment of Circulation in the Varicose Ex- 
tremity,” and Dr. Louis M. Warfield, Milwau- 
kee, on hyperthyroidism. 

—A sanatorium is to be erected in Jackson 
Park on the site of the old world’s fair building, 
LaRabida, which burned several years ago. The 
institution will be known as the Jackson Park 
Sanatorium and Day Nursery. The building will 
conform in style with other South Park build- 
ings. 

—The Central Society for Clinical Research 
held its first annual meeting in the medical 
school at the University of Chicago, November 
23. This society was organized in Rochester, 
Minn., last spring. The secretary is Lawrence 
D, Thompson, St. Louis. 


—The facilities of the Municipal Contagious 
Disease Hospital are free to all who live in the 
city, and residents of other places who desire 
care in this hospital may obtain it for $25 a 
week, This charge is also made for Chicago citi- 
zens who desire private rooms, and their private 
physicians may attend them. Ward patients are 
under the care of the physicians of the staff. 


—The Chicago Urological Society was ad- 
dressed, November 22, by Drs. Colquitt O. Ritch 
on “Intestinal Obstruction Caused by Acute 
Seminal Vesiculitis;” Leslie L. Veseen, “Fibro- 
muscular Hyperplasia of the Prostate,” and 
Daniel N, Eisendrath, “Brief Report of the Ger- 
man and French Urologic Congresses.” 


—In the five days ending November 25 the 
outbreak of smallpox in the Auburn Park dis- 
trict amounted to twenty-three cases, all of 
which have been isolated and are said to be mild. 
The health commissioner considers that there is 
no danger of an epidemic, as the exposed per- 
sons have been vaccinated. The outbreak is due 
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in part, it is reported, to an error in diagnosis, 
health department officials having considered one 
of the first cases to be chickenpox. Nearly 1,000 
pupils in a school were exposed. 


—At the November 13 meeting of the council 
of the Chicago Medical Society the council 
voted to suspend from membership for six 
months Dr. Athanase Marantis who, according 
to the bulletin of the society, was charged with 
unethical advertising. Dr. Marantis sent out a 
book entitled “Our Greatest Enemy,” with a slip 
stating “If you think this book is worth reading, 
please insert a quarter in the coin mailing card 
and forward it to the author. It will help others 
to get the same book.” Dr. Thomas G. Wallin, 
whose case was referred back to the ethical rela- 
tions committee at the October meeting, was sus- 
pended for one year. 


—The trustees of the Chicago Medical Society 
announce that Dr. Frank L. Rector, Evanston, 
has been appointed full-time executive secretary 
of the society, and will take up his duties about 
January 1. Dr. Rector is a graduate of the 
Agricultural and Mechanical College of Okla- 
homa, and of George Washington University 
Medical School, Washington, D. C. He is now 
engaged in preparing a report on a survey of 
health and hospital work in state and federal 
prisons. Previously he was editor of the Na- 
tion’s Health, a monthly journal which combined 
recently with the Journal of the American Pub- 
lic Health Association. The trustees believe that 
the Chicago Medical Society is the first county 
or local society to engage a physician as full-time 
secretary. The membership of the society is 
more than 4,000. 


—Skin specialists of two states organized the 
Iowa and Western Illinois Dermatological so- 
ciety in Davenport, October 29. 


Dr. Robert E. Jameson, Davenport, was elected 
president; Dr. James C. Kessler, instructor in 
dermatology in the school of medicine at the 
State University of Iowa, honorary president ; Dr. 
Victor Brown, Sioux City, vice president; Dr. 
W. B. Wakefield, Peoria, treasurer; Dr. A. T. 
Leipold, Moline, secretary; and Dr. Kurt Jaen- 
icke, Clinton, chairman of the board of censors. 


After a luncheon and organization meeting at 
Hotel Blackhawk, the doctors held a clinical ses- 
sion at the Davenport Visiting Nurses’ cottage. 
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Deaths 


J. A. Bett, Naperville, Ill; Hahnemann Medical 
College and Hospital, Chicago, 1879; aged 90; died, 
September 22, at Milwaukee, of senility. 

Pumo B. Conant, Roseville, Ill.; Medical Depart- 
ment of the University of Illinois, Chicago, 1902; a 
Fellow A. M. A.; past president of the Warren County 
Medical Society; aged 51; died, September 26, of 
chronic interstitial nephritis. 

Marion Carrot Date, McLeansboro, IIl.; Chicago 
Medical College, 1874; aged 78; died, October 3, at 
St. Elizabeth’s Hospital, Danville. Dr. Dale was in 
practice nearly 54 years and is survived by three sons, 
all physicians: Dr. O. E. Dale of Everton, Dr. H. W. 
Dale of Chicago Heights, and Dr. A. E. Dale of Dan- 
ville. And his grandson is a student in Washington 
University Medical School, St. Louis. 

CuarvLes Gitpert Davis, Chicago; Eclectic Medical 
Institute, Cincinnati, 1871; a Fellow A. M. A.; Uni- 
versity of Virginia Department of Medicine, Charlottes- 
ville, 1873; formerly on the staff of the Cook County 
Hospital; aged 79; died, October 31, probably of 
cerebral thrombosis. 

Artuur W. K. Downs, Chicago; Hahnemann Med- 
ical College and Hospital, Chicago, 1908; aged 57; died, 
February 16, at the Toronto General Hospital, Toronto, 
Ont., Canada, of endothelioma of the rectum, 

FRANKLIN WATSON ESKEY, Sterling, IIl.; Rush Med- 
ical College, Chicago, 1884; a Fellow A. M. A.; for- 
merly on the staff of the Public Hospital of the City 
of Sterling; aged 70; died, October 14, of carcinoma 
of the throat. 

Wititiam Henry Faker, Chicago; Rush Medical 
College, Chicago, 1902; a Fellow A. M. A.; formerly 
clinical assistant in surgery at his alma mater; aged 
50; died, in October, of carcinoma of the liver. 

Moses Furtonc, Chicago; University of Buffalo 
(N. Y.) School of Medicine, 1882; member of the 
Illinois State Medical Society; formerly on the staff 
of the Cook County Hospital; aged 71; died, October 
19, of carcinoma of the colon. 

Tuomas J. Green, Salem, Ill. (licensed, Illinois, 
1878) ; Civil War veteran; aged 82; died, October 26, 
of arteriosclerosis. 

Josepu H. Greer, Chicago; Bennett College of Ec- 
lectic Medicine and Surgery, Chicago, 1875; aged 76; 
died, October 16, of myocarditis and shock, following 
an operation for stone in the bladder. 

Rotto James Grimes, Kankakee, IIl.; Eclectic Med- 
ical Institute, Cincinnati, 1903; Spanish-American War 
veteran; on the staff of the Kankakee State Hospital; 
aged 53; died, October 7. 

TueopooreE C. GuentHER, Chicago; Northwestern 
University Medical School, Chicago, 1896 member of 
the Illinois State Medical Society; aged 56; died, Oc- 
tober 28,, at St. Joseph’s Hospital, of epidemic cerebro- 
spinal meningitis. 

Francis Marion Harrett, Cairo, IIl.; College of 


December, 1928 


Physicians and Surgeons, Keokuk, Iowa, 1881; also 
a dentist; formerly demonstrator of anatomy, Univer- 
sity of Illinois College of Medicine, Chicago; aged 73; 
died suddenly, September 25, of heart disease. 

Henry HartunG, Chicago; College of Physicians 
and Surgeons, Chicago, 1894; a Fellow A. M. A.; for- 
merly assistant professor of surgery at his alma mater; 
at one time on the staff of the Grant Hospital and mem- 
ber of the board of education; aged 60; died, October 
10, of angina pectoris. 

Patrick B. Hayes, Chicago; Rush Medical College, 
Chicago, 1889; member of the Illinois State Medical 
Society; aged 76; died October 14, of carcinoma of 
the sigmoid. 

ABRAHAM Luitvin, Chicago; Bellevue Hospital Med- 
ical College, New York, 1896; aged, 60; died, Novem- 
ber 9 of a self-inflicted bullet wound. 

GrorceE W. Newserry, Smithfield, Ill.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1883; Civil 
War veteran; formerly a druggist; aged, 84; died Oc- 
tober 10, of arteriosclerosis. 

Wittram) =NiecartH, Pekin, Ill.; University of 
Munich, Germany, 1889; a Fellow A. M. A.; past pres- 
ident of the Tazewell County Medical Society; at one 
time county coroner; formerly on the staff of the 
Pekin Public Hospital; aged, 64; died, October 24, of 
pericarditis and thrombosis. 

Jutta Orr, Chicago; Hahnemann Medical College 
and Hospital, Chicago, 1887; aged 86; died, June 9, 
of carcinoma of the colon. 

ALFRED Rowe PENNNIMAN, Tamms, IIl.; National 
University Medical Department, Washington, D. C.,, 
1895; a Fellow A. M. A.; aged 64; was found dead in 
his office, September 21, of cerebral hemorrhage. 

Jacos B. Perkins, Franklin, Ill.; Cincinnati College 
of Medicine and Surgery, 1895; member of the Illinois 
State Medical Society; formerly chairman of the local 
board of health and member of the school board; aged 
66; died, October 10, of heart disease. 

Paut A. Srater, Hindsboro, IIll.; College of Physi- 
cians and Surgeons, Chicago, 1894; member of the 
Illinois State Medical Society; district health super- 
intendent ; aged 61; died, October 1, of carcinoma. 

James Vincent SmitH, Chicago; Yale University 
School of Medicine, New Haven, Conn., 1904; member 
of the Illinois State Medical Society; served during 
the World War; aged 47; on the staff of the Columbus 
Hospital, where he died, October 12, of cerebral hem- 
orrhage and hypostatic pneumonia. 

Epmunp W. Wess, De Land, Fla.; Missouri Med- 
ical College, St. Louis, 1877; a Fellow A. M. A.; mem- 
ber of the House of Delegates of the American Med- 
ical Association, 1908-1910; for many years secretary 
of the Illinois State Medical Society; at one time physi- 
cian in charge and teacher in the training school for 
nurses of the Ryburn Hospital, Ottawa, Ill., and lec- 
turer in the training school for nurses, St. Mary’s 
Hospital, La Salle, Ill., formerly health officer of 
Ottawa, La Salle, Peru and Oglesby, Ill., and county 
coroner ; aged 72; died, November 3. 
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"MEAD'S DEXTRI-MALTOSE 


COW’S MILK AND WATER 


The doctor knows the importance of breast milk in relation to in- 
fant feeding. It is ‘‘the voice of nature”’ calling for a healthy, well- 
nourished infant. 


The absence of breast milk constitutes an emergency in the life 
of every infant. When such an emergency comes to the doctor’s 
own infant, it is significant how many physicians unhesitatingly 
turn to the best known substitute for breast milk—namely cow’s 
milk, water and Mead’s Dextri-Maltose. 


That this form of carbohydrate—Dextrins and Maltose—com- 
bined with cow’s milk and water, gives the best results in infant 
feeding, is the experience of physicians, whether in general practice 
or whether this practice is confined to pediatrics exclusively. 


THE MEAD POLICY 


Bee's Infant Diet Materials are advertised only 
o physicians. No feeding directions aepommen 

pedo packages. Information in regard to ‘eed- 
ing is supplied to the mot her by written inst ruc- 
. pen a oat Aare who Dg ey ey oe 
, ° rom time to time to mee e nutritional re- 
Samples and Literature quirements of the growing infant. Literature 

on request furnished only to physicians, 


MEAD JOHNSON & COMPANY, Evansville, Ind. 


Makers of Infant Diet Materials Exclusively 
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PURITY o#® EFFECTIVENESS o RELIABILITY 


M erit Fosters Good-Will 


As the old year ends we wish to express our 
appreciation to the thousands of physicians 
who have adopted DIGIFOLINE, “CiBA” as a 
routine measure in cardiac therapy, and who 
have helped to make this a most successful 
year for a most worthy product. 





DIGIFOLINE, “CipA” has so repeatedly proven 
® its value to the physician that it is fast becom- 
ing a matter of fact procedure in cardiology. 





CIBA COMP AN ¥, INC. 360 2 2 6.21 = 




















Oe main line C. M. & St. P. Ry., 36 miles west of Milwaukee. 


Oconomowoc Health Resort 
OCONOMOWOC, WISCONSIN 


Built and equipped im 1907 for the specific purpose of treating NERVOUS and MILD MENTAL OISEASES 


Building absolutely Fireproof. Non-institutional in appearance, accommodations modern 
and homelike. Fifty acres of park with beautiful views over lakes. Every essential for 
treating nervous cases provided, including extensive baths and separate occupational 
departments under supervision of trained teachers. Number of patients limited, assuring 
personal attention from the staff. 


ARTHUR W. ROGERS, M_D., Physician in Charge 
JAMES C. HASSALL, M.D., Medical Supt. FRED. C. GESSNER, M.D., Asst, Physician 
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